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Elective Gynecological Surgery* 


Man y E. Hutcuinson, M. D., F. A. C. S. 
Columbia, S. C. 


As an introduction to this paper, it seems ap- 
propriate to pay respects to the memory of Doctor 
J. Marion Sims whose biography has been written 
and published recently by Dr. Seale Harris. This 
book is entitled “Woman’s Surgeon.” Doctor Sims 
has been called the “Father of modern gynecology.” 
Doctor Harris’ study of the life and work of this 
distinguished gynecologist gives us a true and un- 
prejudiced portrait of a great medical leader and 
his rich bequests to medical history. This most recent 
biography of Doctor Sims is one which anyone 
interested in gynecological surgery will find enjoy- 
able as well as informative. 

It would seem that gynecological surgery in any 
particular case is either necessary or unnecessary. 
Actually, the indications for surgery may be absolute 
or relative. Where certain emergencies exist, or when 
the natural progress of a particular condition leads 
to death or invalidism, the indications for operative 
treatment are definite if operation offers a reasonable 
prospect of relief. 

There are other conditions which are disabling or 
make a woman so uncomfortable that although no 
danger to life exists, an operation may be indicated 
because the possibilities of satisfactory relief through 
spontaneous cure or non-operative treatment are re- 
mote. Also, quite often multiple minor pathological 
conditions exist which, when considered separately, 
do not justify surgical correction but which, when 
considered in combination, do constitute a sufficient 
indication for surgery. 

The term elective implies a choice. Elective gyneco- 
logical surgery is the use of operative procedures in 
the management of female complaints where the 
physician or patient has a choice of either operative 
or non-operative treatment. Usually the patient makes 
the decision after the physician explains the facts to 
her and she has been prepared psychologically. Also, 
the time of the operation is usually at the patient’s 
convenience. 





°(Read before annual meeting, S. C. M. A., May, 
1950, Myrtle Beach, S. C.) 


In electing to do gynecological surgery for the 
relief of pain in the pelvis, back or legs, one should 
be reasonably certain of the cause of the complaint. 
Disease of the skeleton and urinary and _ intestinal 
tracts should be ruled out. Also the possibility of 
imbalance of the system or 
psychosomatic conditions should be considered. Many 


autonomic nervous 
so-called pelvic complaints are caused by disturbances 
in these systems. On the other hand, many symptoms 
ascribed to disease of the spine, urinary tract, ap- 
pendix or rectum may be due to disease of the pelvic 
organs. 


It has been said that there is no field of surgery 
in which more unnecessary have 
done, more errors in judgment made or more failures 
to do the right operation at the right time, thereby 
causing more permanent harm, than in the female 
pelvis. On the other hand, failure to do the right 
operation at the right time deprives the woman of 
real benefits which indicated surgery may offer. 


operations been 


The gynecologist should know what benefits are 
to be expected from surgery and what effect the 
surgery may finally have on the menstrual, repro- 
ductive, sex and emotional behavior of that particular 
patient. The consideration of these factors, along with 
the pathological process and functional disturbances, 
determines the proper type of treatment. 


Many surgeons have satisfied themselves with the 
achievement of technical excellence and have failed 
to acquire the physiological approach so necessary 
for success to the patient in pelvic surgery. I quote 
from the book of a well known gynecologist: “Techni- 
cal skill is no longer the sole index of the ability of 
a surgeon. Of equal importance are his diagnostic 
acumen, his judgment as to the best treatment and 
his pre- and post-operative care of the patient.” 


Most patients consult their family physicians first 
for advice and treatment. It is often the responsibility 
of the general practitioner to select the patients who 
may be definitely benefited by pelvic surgery. The 
patient should be individualized and her functional 
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needs determined. Only useful functions should be 
considered. The age, social and economic status, 
physical and psychological conditions, desire for 
children, legal aspect and religion must be considered 
in making a diagnosis and determining the best type 
of treatment. 


Some women attribute many functional complaints 
to disease of the pelvic organs and insist on having 
an operation. Eventually these women find a surgeon 
who will oblige them. The result is frequently a 
so-called “Blue Plate Special” operation consisting 
usually of a D. & C., resection of the ovaries and 
appendectomy. This is just the beginning. There are 
usually other operations ending with a hysterectomy, 
still without relief to the patient. One should not 
operate upon a woman just because she insists or 
because of an inherent urge to operate. All operations 
carry a mortality and morbidity rate worth considera- 
tion. Indications for pelvic surgery should be definite 
and the benefits to be gained should greatly out- 
weigh the risk of the operation. 


Since the subject of this paper is Elective Gyneco- 
logical Surgery, those conditions in which surgery is 
obviously indicated and necessary will not be dis- 
cussed. Also, since most of you are either doing general 
practice or are in specialties other than gynecology, 
details of definitive gynecological operative pro- 
cedures and technique will be omitted. 


Elective procedures may be used for diagnosis, re- 
pair of old injuries or in the treatment of conditions 
which cause discomfort or interfere with normal func- 
tion. Time permits only a brief discussion of some 
of the most common situations in which elective 
gynecological surgery may be beneficial. It is realized 
that differences of opinion exist and that some of the 
statements made here are controversial. My comments 
are based on my limited experience and reports of 
various investigators and relate to every day problems 
of the general practitioner. 


For diagnosis: 


The taking of a specimen from a lesion of the 
vulva, vagina, cervix or endometrium for biopsy is 
a very useful and simple procedure. It may aid in 
the early diagnosis and treatment of malignancies and 
endocrine disfunctions. 

Exploratory laparotomy is sometimes necessary to 
make a correct diagnosis. However, every other 
means should be utilized first before subjecting the 
patient to this risk. Pelvic examination under 
anesthesia is often quite helpful. 


Old injuries and relaxations of the pelvic outlet: 


This is one of the most frequent conditions found 
by the gynecologist but it is not often symptomatic. 
Every woman who has delivered a baby through the 
vagina has some relaxation of the outlet. This may 
result in a urethrocele, cystocele or rectocele of vary- 
ing degrees. If any of these conditions cause stress 
incontinence, incomplete emptying of the bladder or 
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rectum, or a sensation of dragging, they should be 
repaired. If the patient has a subsequent pregnancy 
and the tissues seem pliable at term, she may be de- 
livered safely by a properly placed episiotomy. If it 
is felt that the vaginal canal will not dilate normally, 
an elective caesarean section should be done. 


Fistulas: 


Vesicovaginal and rectovaginal fistulas fortunately 
are much less common than formerly. They are in- 
capacitating and should be repaired if conditions per- 
mit. 


Misplacements cf the uterus: 


Prolapse of the uterus occurs to some degree in a 
large number of parous women and is often pro- 
gressive. If it occurs and is symptomatic in a woman 
still in her active childbearing period, it may be sup- 
ported at intervals by a properly fitted pessary until 
her family is complete. If no more children are 
anticipated, if the uterus is otherwise normal and 
the patient has not reached the late thirties, the 
uterus may be restored surgically along with indicated 
vaginal repair. If the patient is in the premenopausal 
or menopausal age, a hysterectomy and vaginal repair 
may serve her better. Care should be taken to de- 
termine that there is no existing malignancy at the 
time. 

Procidentia is a very common and distressing con- 
dition in the so-called geriatric group. Elective gyne- 
cological surgery may be employed to advantage in 
these cases when the patient’s pelvic condition, gen- 
eral physical and mental state and outlook on life 
makes surgery reasonably safe. Her life expectancy 
should be weighed against the mortality rate of the 
operation. Often the relief experienced by an old 
woman with procidentia and a good life expectancy 
more than balances the risks involved in the surgical 
procedure. 

Retroversion of the uterus is another quite com- 
mon condition discovered by the practitioner. If pel- 
vic symptoms are present, the responsibility of the 
misplacement for the symptoms should be determined 
by a pessary test. If the symptoms are relieved by 
replacing the uterus and holding it up with a pessary, 
surgical correction may be considered. If the uterus 
is fixed by adhesions and cannot be replaced, and if 
no other cause for the symptoms can be found, sur- 
gical correction should be elected. When a sympto- 
matic, replaceable retroversion is found in a young 
woman still wishing to have children, the uterus may 
be supported at intervals by a pessary. If this is 
impractical, a suspension may be done without inter- 
fering with future childbearing. When this condition 
occurs in a woman past. the childbearing age, she 
probably would be served better in the long run by 
a hysterectomy than by a suspension. 


Diseases of the uterus: 


Where the cervix is infected, it obviously should 
be cleaned up by some appropriate procedure, such 
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as cauterization or conization. If stenosis is present, 
the canal should be dilated repeatedly. Dilatation of 
the cervix and curettage of the endometrium, com- 
monly known even by the layman as a D. & C., is a 
frequent procedure and probably is done often with- 
out sufficient indication. It is useful in the diagnosis 
of malignancies and endocrine disfunctions and for 
stopping uterine bleeding. 


A fibromyoma occurring in the cervix or lower 
uterine segment in a young woman should be con- 
sidered for removal by myomectomy even though it 
may not be symptomatic. 
tendency to grow rapidly and their removal may be 
more difficult later. The cervical tumor may interfere 
with a vaginal delivery at term. A tumor in the lower 


These tumors have a 


uterine segment may become intraligamentous, block- 
ing the ureter and causing kidney damage. There 
are some cases of sterility in which no other cause 
can be found except the presence of a fibroid tumor 
in the uterus. Often the infertility may be relieved by 
the removal of such a tumor. A woman past thirty- 
five years of age who does not desire more children, 
with fairly large non-malignant tumors of the uterus 
that probably will have to be removed later, may 
be served well by a hysterectomy while she is a 
good operative risk. This is especially desirable if 
the cervix is diseased. Fibroid tumors do not always 
regress after the menopause. 


A chronically diseased uterus from fibrosis, sub- 
involution, adenomyosis, etc. in a woman no longer 
desiring to become pregnant, which causes minor 
symptoms and interferes with the comfort and use- 
fulness of the patient, may be removed to advantage. 
The retention of such a useless, diseased organ can 
serve no good purpose. Its removal relieves the dis- 
comfort, annoying and debilitating menstrual periods 
and the fear of pregnancy and cancer which most of 
these patients have. 


In persistent bleeding from a non-malignant uterus 
which resists all other known methods of treatment 
and radiation 
may be employed, surgery is preferable if the patient 


where either a hysterectomy or 
is a good operative risk. The reasons for this are: first, 
the ovaries may be preserved making the menopausal 
symptoms less severe; and second, the rate of the 
development of fundal carcinoma in uteri previously 
irradiated is said to be about eight times greater 
than that to be expected in non-irradiated uteri. 


In pre-invasive carcinoma of the cervix, total 
hysterectomy is elected by a great many gynecologists 
in preference to irradiation. 

When intractable pain occurs from lesions in the 
uterus, bladder or posterior cul-de-sac, a presacral 
neurectomy may give relief when other operative 
procedures are contra-indicated. 


Conditions of the adnexa: 


of many uncalled for, 
organs normally vary 


The ovaries are the victims 
devastating operations. These 
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in size during their activity. Quite often they become 
cystic temporarily from endocrine disfunction or pel- 
vic congestion. However, persistent enlargement or 
constant incapacitating pain in an ovary may well 
justify exploration. There is a condition known as 
bilateral polycystic ovaries with thickened capsules 
which usually causes sterility and prolonged periods 
of amenorrhea, or in some cases excessive menstrual 
bleeding. These ovaries often respond well to an 
operative procedure, resulting in normal menstrual 
periods and the relief of sterility. Surgical castration 
when indicated, as in certain cases of malignancies, is 
preferred by many gynecologists to radiation castra- 
tion in order to remove or prevent ovarian malignancy, 
which radiation does not accomplish. 


Elective plastic operations upon occluded tubes 
for the purpose of relieving sterility are not often 
successful. If the pelvis is entered for some other 
of the 
operations 


purpose, reconstruction tubes may be at- 
tempted. upon the _ tubes 
while indicated occasionally are done rather fre- 


quently. A definite medical indication for this pro- 


Sterilization 


cedure should be present and confirmed by two or 
more consultants, in addition to a request signed by 
both the patient and her husband or guardian, and 
duly witnessed. Even then, there might be legal com- 
plications. 


Endometriosis: 


External endometriosis in an ovary, or as peritoneal 
implants, is often responsible for sterility, pelvic pain 
and dysmenorrhea. In most cases this condition can- 
not be diagnosed positively until after the abdomen 
is opened. When this situation occurs in a woman in 
her childbearing period, conservative surgical treat- 
ment may relieve the symptoms and result in a 
greatly desired pregnancy. If conservative manage- 
ment is not successful and the symptoms are severe, 
or if the patient is in the older age group and all 
possible ectopic tissue has been removed, castration 
will cause a regression of the implants. 


CONCLUSION 


In conclusion, I should like to emphasize the fol- 
lowing ponits in connection with gynecological sur- 
gery: 

1. The importance of a thorough, preoperative, 
diagnostic study of the patient as a whole. 

2. Individualization of the patient and determina- 
tion of her needs and the results to be expected from 
the proposed operation as to the menstrual, repro- 
ductive, sex and emotional behavior of that particular 
patient. 

3. Sympathetic explanation to the patient of the 
facts in the case and her psychological preparation for 
the operation and the results to be expected. 

4. Careful weighing of the benefits to be gained 
by surgery against the risks of the operation. 

5. Conservatism in the surgical treatment of wo- 
men in the younger or childbearing age group. 
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6. More radical procedures in women past forty 
years of age in order to forestall additional or more 
serious operations later. 
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Early Pregnancy Bleeding and the Abortion Problem® 
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Bleeding in early pregnancy is a most unsatisfactory 
problem to handle, as well as a most trying condition 
on the morale of the patient and her family. Spon- 
taneous abortion occurs in about 10% of all patients 
who are clinically pregnant. Many believe that ab- 
normal uterine environment or a defective decidua 
is responsible for this ovular wastage, while others 
believe that there is something intrinsically wrong 
with the fertilized ovum itself. Rock! has beautifully 
demonstrated recently that there are definite patho- 
logical ova, which should and must result in abortion. 
Hertig and Rock! found absolutely defective ova 
in 12% of a series of 28 early ova in uteri removed 
for other reasons. They concluded that intrinsic 
germ plasm defect rather than environment, was the 
main factor in the production of spontaneous abortion. 
Hertig feels, however, that there is a relatively small 
group of threatened abortions which can theoretically 
be salvaged by treatment. These, of course, have 
normal embryos and chorions, and amount to about 
30% of all abortions, or 15% of threatened abortions. 
Normal development of pregnancy is dependent on 
the hormonal support provided by estrogens and pro- 
gesterone, as well as other glandular substances.2 
Delfs and Jones3 observed that low levels of chorionic 
gonadotropin were associated with a pathologic con- 
ceptus and were always followed by abortion. Failure 
of hormonal support may be due to primary corpus 
luteum inadequacy or failure secondary to a de- 
fective trophoblast. Theoretically, many of these fail- 
ures could be corrected by the administration of 
estrogens and progesterone. 


*(Read before annual meeting, S. C. M. A., May, 
1950, Myrtle Beach, S. C.) 


Some women bleed in early pregnancy as a result 
of decidual bleeding.4 At times they will pass small 
masses of tissue, which pathological study reveals to 
be degenerated decidual tissue. In spite of this, we 
have all seen pregnancies proceed on to uneventful 
term, the final outcome depending, of course, on the 
extent of the decidual degeneration. Only the time 
element, normal progression of pregnancy, and final 
inspection of the placenta and membranes following 
delivery will prove this diagnosis. 


Slight bleeding at the time of the first missed 
menstrual period is not infrequent. This is most 
probably associated with implantation of the fertil- 
ized ovum. These patients should be handled very 
carefully because at this time abortion could easily 
occur, as the connection between the young ovum 
and the decidua is not firm. 


When confronted with a patient bleeding in early 
pregnancy, we do not hesitate to make a careful 
vaginal examination with aseptic precautions, not 
only bimanual but also speculum examination. In 
this manner we can immediately rule out extraneous 
causes of bleeding, such as cervical polyp, erosion, 
carcinoma, varicosities, etc. Inevitable abortion could 
be readily determined by the visualization of products 
of conception extruding through the cervical os, and 
therefore unnecessary medication, time waste, and 
blood loss might be avoided by completion of the 
inevitable. During this initial examination it is well 
to keep ectopic pregnancy in mind, but perhaps it is 
more important to remember that the site of the 
corpus lutem in normal pregnancy often produces an 
enlarged, tender ovary, which is sometimes painful. 
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Unfortunately the abdomen is sometimes opened by 
the overzealous diagnostician who is embarrassed to 
find such an ovary, rather than a tubal pregnancy. 


With the above causes of bleeding eliminated, we 
must abortion and 
therapy. There is general disagreement and con- 
fusion with what constitutes proper therapy. Prac- 
tically all of the vitamins and hormones have been 


assume threatened institute 


advocated at one time or another. Elimination of the 
use of vitamin E, vitamin C, and vitamin K, in con- 
trolled series, has had little or no influence on the 
final salvage rate. There is no evidence at present to 
support Rh early 
abortion.S The use of progesterone versus stilbestrol 


incompatability as a cause of 
at present still is unsettled, and is a hotly debatable 
subject. The Smiths6, 7 have maintained that the 
administration of stilbestrol stimulates production of 
progesterone. Davis® and others have found results 
at variance with those of the Smiths, but suggest 
that possibly stilbestrol plays a role in placental cir- 
culation, or in placental development. Others feel 
that the helpful mechanism of stilbestrol is primarily 
the maintenance of the vascular bed in which the 
egg is growing. We have not been impressed with 
our personal use of progesterone. Perhaps we have 
not used large enough doses. Guterman9 believes 
that there is no indication for progesterone therapy 
unless a definite decrease in pregnanediol excretion 
can be proven. He has shown that when this is the 
case, it is necessary to administer 75 to 100 mg. of 
progesterone hypodermically each day to increase 
the pregnanediol excretion to a proper level. Many 
obstetricians _ report with 
stilbestrol therapy than with other types of treatment. 
No harmful effects have been reported, and Karnaky1© 
states that even in large and unphysiologic doses, 


more favorable results 


stilbestrol does not prolong normal pregnancy nor 
result in the retention of the fetus in missed abortion 
cases. At any rate, be it estrogen or progesterone, or 
both, that is used, steroid therapy enables us to 
salvage a much larger number of threatened preg- 
nancies. The majority of investigators, I think, agree 
that the one drug which is of definite value is thyroid 
extract, especially where there is evidence of hypo- 
metabolism. 


Our routine care of the threatened abortion pa- 
tient is to place her at absolute bed rest for about 
ten days with no bath-room privileges. Coitus is for- 
bidden. She is given thyroid extract daily and one 
of the opiate anodynes prescribed as needed for any 
noticeable cramps. We are frequently using. stil- 
bestrol now, and have recently had good luck with 
it in several cases of habitual aborters. What con- 
stitutes a proper dose schedule of stilbestrol is un- 
determined; it is apparertly impossible to give too 
much, but possible to give too little. Its cost is 
negligible compared to large doses of parenteral pro- 
gesterone. We usually begin with a 25 mg. oral tablet 
at bedtime nightly, and increase the amount by 
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5 mg. every 2 weeks. The stilbestrol is continued 
until about the 36th week of pregnancy. After 10 
days of bed rest and active treatment, if the bleeding 
and cramps do not cease, we allow the patient ‘to get 
up and move about. We feel, as suggested by Green- 
hill1! (and keeping in mind the defective ova per- 
centage of Hertig and Rock) that such pregnancies 
are probably abnormal, and the sooner the gestation 
is terminated, the better. As a general rule, if the 
patient bleeds as much as at a normal menstruation, 
abortion is probably inevitable. Once it can be 
proven that abortion is inevitable, or that abortion is 
missed, we feel that active measures, surgical if 
necessary, should be instituted to empty the uterus. 
It is simply biological waste to allow this to con- 
tinue. Biological pregnancy tests are of little value in 
these conditions. A positive result would not prove 
that the embryo is living and healthy, but only that 
chorionic ectoderm is still alive. The decision must 
be made with great care by conscientious evaluation 
apropos of the amount of bleeding, pains, and the 
compatability of the uterine size with the history. 


In the patient who responds well to the suggested 
regime, and whose symptoms and signs subside, we 
continue the thyroid until about the seventh month 
of gestation. She is advised simply to rest in bed at 
the time of the expected menstrual period each 
month until the fifth month, and to avoid coitus at 
that time. 


Patients who have had three consecutive abortions 
are classed as habitual aborters, and these should 
have an exhaustive physical examination for con- 
tributory factors. Complete pelvic studies, including 
a hysterogram, should be done. Many times this will 
reveal a bicornuate uterus, a submucous fibromyoma, 
or some other abnormality. In the habitual group 
corrective steps should be the badly 
retrodisplaced uterus. reposition and a 
proper pessary will often hold the uterus in better 
position, until pregnancy advances far enough for 
the fundus to rise out of the true pelvis. If reposition 
is impossible, here may be one of the few genuine 
indications for surgical of the uterus. 
Occasionally in the habitual class, we see a patient 
with an inadequate cervix. The cervix simply melts 
away as the uterus enlarges, and is not capable of 
holding a pregnancy. Lash and Lash12 speak of this 
as the incompetent internal os, and feel that the 
etiology may be due to previous over-dilation of the 
cervix, a curettage with too much zeal, or difficult 
and traumatic deliveries. They feel that middle 
trimester abortions are more likely to be of mechanical 
origin. They suggest surgical plication of the 
anterior cervical wall in the above cases. When this 
type patient is already pregnant, her only hope of 
salvage is bed-rest with foot elevation for the dura- 
tion of the pregnancy. Dr. Novak suggests that in 
the habitual aborters, it is well to start thyroid 
therapy even before conception, when possible. 


taken with 


Manual 


suspension 
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When a definite diagnosis of incomplete abortion 
can be made, we favor radical treatment, that is a 
complete clearing of the uterine cavity of its con- 
tents by curettage. Occasionally the products of con- 
ception are expelled intact and the decidua sloughs 
off as normal lochia in the few days following. Those 
who have bleeding prolonged beyond a few days, 
undoubtedly have retained fragments of tissue and 
should be curetted, as well as those who have ex- 
cessive bleeding. Safford and Longworth13 recently 
reported that in 1000 cases of incomplete abortion, 
retained chorionic villi 
than half of the cases, showing that the products of 


were demonstrated in more 
conception had not been extruded spontaneously and 
suggesting ‘that complete abortion is not the usual 
natural termination. In many of their cases where 
there were no manifestations of retained products 
such as bleeding or fever, chorionic villi and/or 
deciduae were found. They believe that insufficient 
stress has been laid upon the sequela of long-stand- 
ing and inadequatcly treated infection due to in- 
complete abortion. Many supposedly complete ab- 
ortions are in reality incomplete, and thus in ad- 
dition to the hazards of infection and hemorrhage, 
these the risk of 
hydatidiform mole and chorio-epithelioma. 


patients are faced with remote 


The Toxemia of Pregnancy Problem 


Toxemia of pregnancy is probably the number one 
obstetrical problem in the south. That toxemia is a 
real problem in South Carolina is only too well 
borne out by Guess’!4 recent report of maternal 
mortality in the State in 1948. Forty percent of the 
maternal deaths that year were due to toxemia of 
pregnancy, largely a preventable disease. Everyone 
admits now that with proper antepartum care, prac- 
tically all eclampsia may be prevented. Ross!5 and 
his workers found that in dietary groups where pa- 
tients were intelligent and economically capable, or 
cooperative and adequately nourished, 
toxemia is rarely found. However, in the group of 


even fairly 


uninformed, improperly nourished, medically  in- 
articulate, toxemia is a prime factor in maternal 
mortality. 


Toxemia may often be prevented and measures to 
prevent toxemia should be begun as early as possible 
in pregnancy, with prophylactic measures designed 
first, to assure a more than adequate protein diet; 
second, to prevent an excessive weight gain; and 
third, to prevent the retention of sodium and water. 
The patient must be educated to these facts, as ob- 
viosuly her whole-hearted cooperation is essential. 
Williams16 showed that the incidence 
was twice as great in a group of women whose pro- 
tein intake was 60 to 70 grams daily, as in a similar 
group whose protein intake was 110 to 120 grams 
daily. It has been noted that the incidence of toxemia 
is increased in those patients who have severe and 
prolonged vomiting during the first trimester, perhaps 
as a result of the dietary inadequacies resulting.17 


of toxemia 
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Hyperemesis is still best treated by forced hydration, 
frequent feedings, mild sedation, and psychotherapy. 
dramamine, and 
stilbestrol have been found helpful in many stubborn 


Pyridoxine, pyrabenzamine, even 
cases. From the beginning of pregnancy, the intake 
of salt should be decreased. We know now that most 
edema is best controlled, and even prevented, by 
limiting the intake of sodium chloride. Salt substi- 
tutes, free of the sodium radical, such as Neocurtasal, 
may be used. The patient should be warned that 
this same sodium radical is present in sodium bi- 
carbonate and in most of the patent medicines use 
for the relief of gastric distress. In the average size 
woman, weight gain should be gradual and not ex- 
ceed 2 - 2% Ibs. in any month. Dieckmann'8 believes 
that anemia predisposes to edema and toxemia, and 
urges the active treatment of anemias in pregnancy. 
Excellent response of most of the anemias of preg- 
nancy to a molybdenum iron preparation have been 
reported by him.19 These anemias are usually hypo- 
chromic and normocytic and do not require liver ex- 
tract for their correction. 


We must remember that the early symptoms of 
toxemia are malaise, dullness, drowsiness, headache, 
slight swelling of the face and extremities, and a 
slight decrease in the amount of urine voided. Char- 
acteristically, the patient seems to have a mental 
sluggishness or indifference, which often causes her 
to neglect to report symptoms about which she has 
been carefully forewarned. Albuminuria, visual dis- 
turbances, are late signs. 
Active treatment should be promptly instituted at 


and abdominal pains 
the first sign of a rise in blood pressure, or a sudden 
weight gain—consisting of rest, increase in protein 
intake at the expense of fats and starches, restriction 
of salt, mild sedation, and diuresis. Ammonium 
chloride is useful, and in the presence of marked 
edema, salyrgan may be cautiously used, in the ab- 
sence of albuminuria. Pre-eclamptic toxemia patients 
should be hospitalized, and the above therapy sup- 
plemented with complete bed rest, intravenous glu- 
cose solutions, and magnesium sulfate. If they do not 
improve in a few days, and certainly if they get 
worse, it is best to terminate the pregnancy. The 
active treatment of pre-eclampsia is essentially the 
preventive treatment of eclampsia. With slight im- 
provement of the pre-eclampsia under treatment, one 
may wait up to about three weeks. If at the end of 
this time there is no distinct improvement, it is best 
to empty the uterus. Even if the baby is not viable, 
at least the patient’s vascular system and kidneys 
are spared possible permanent injury. She can have 
more babies after this pregnancy is terminated. Most 
women who have had toxemia can become pregnant 
subsequently and have no recurrence. 


In multiparas, and many primigravidas, pregnancy 
can be terminated by simple rupture of the mem- 
branes, or medical induction. In primigravidas with 
a closed, long, un-ripe cervix in the presence of a 
viable baby, Cesarean Section should be considered 
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under local or spinal anesthesia. All inhalation 
anesthetics are dangerous in the presence of toxemia, 


both for the mother and baby. 


Morphine has long been one of the main-stays in 
the treatment of eclampsia, but since Kraushaar2© has 
shown that morphine reduced urinary output by 
50% for a few hours, this and related drugs should 
be used cautiously in toxemic women with edema. 
Ross21 and his workers make a plea for discontinuance 
of the use of morphine in the convulsive or pre- 
eclamptic state, and for the use of Demerol instead, 
stating that Demerol is rapidly dissipated, usually 
produces some fall in blood pressure, gives no 
evidence of cardiac depression, and is less of a 
respiratory depressant than Eclamptic 
therapy, in addition to proper sedation with Demerol, 
barbiturates, and parenteral magnesium sulfate, con- 
sists of continuous oxygen administration, intravenous 
water and glucose, and constant nursing care. Digi- 
talis may at times be indicated, and the development 
of anuria calls for small blood or plasma transfusions. 
Needless to say the uterus must be emptied as soon 
as the patient’s condition permits. 


morphine. 


The Floating Fetal Head at Term 


When engagement has occurred in vertex presenta- 
tion, the greatest diameter of the fetal head has 
passed through the pelvic inlet and the lower most 
portion of the head is about at the level of the ischial 
spines. Engagement in the primigravida usually 
occurs in the last two or three weeks before term. 
Occasionally however, the primigravida is seen at 
term or in beginning labor with the head unengaged, 
or over-riding the symphysis. This group of patients 
should be handled with great and concern. 
Suspicion must be immediately aroused of a con- 
tracted pelvis or a tumor blocking the child’s exit. 
Careful pelvic evaluation must be done and x-ray 
mensuration had. An effort should be made by one 
of the impression maneuvers to push the head down 
into the inlet to see if it can descend to or below the 
spines. Often this is a good criterion as to whether 
cephalo-pelvic exists. If it can be 
pushed down so that it reaches the spines, there 
need be little fear. Unless definite disproportion can 
be found, a trial of labor is the final criterion of the 
ability of the woman to deliver. By trial labor we 
mean from six to twelve hours of active labor with 
pains at intervals of 5 minutes or less, lasting from 
30 to 60 seconds, and which are sufficient to produce 
progressive dilatation of the cervix. Many feel, too, 
that the membranes should be artificially ruptured 
before deciding whether the trial of labor is adequate. 
Auer and Simmons22 recently reported an observa- 
tion on 62 primiparas with floating fetal heads at 
term. Twenty-four percent of these had Cesarean 
Section, 30% were delivered with low forceps, 11% 
by mid-forceps, and 4.8% by high forceps. There 
two fetal deaths (3.2%) in the neo-natal 


care 


disproportion 


were 


period from intracranial hemorrhage. The authors 
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concluded that the Cesarean Section rate approaching 
40% in their series would be more conservative than 
their reported rate of 24°%, when the possibilities of 
fetal injuries and death, as well as extensive damage 
to the vagina and pelvic floor, and their aftermath are 
considered. They concluded that more than 1/3 of 
the primiparas in their series, who reached term with 
the non-engaged fetal head, had some degree of mid- 
pelvic contraction, and in many that they were able 
to deliver from below, they regretted afterward that 
section was not resorted to. Low flap Cesarean Sec- 
tion, supplemented with antibiotic therapy may be 
done with little fear after the trial of labor and even 
rupture of membranes. In general, it is safest for the 
obstetrician to assume that some degree of fetal pel- 
vic disproportion exists, when an unengaged fetal 
head is found in a primigravida at term, and every 
woman who presents such findings should be re- 
garded as a potential candidate for Cesarean Section 
and handled accordingly. The general apprehension 
with which the unengaged head at term is regarded 
seems substantiated. Multiparas in early labor with 
the fetal head not engaged should receive the same 
careful investigation for disproportion that a primi- 
para would receive. According to Dill23 and his 
associates, the fact that the multiparas had one or 
more vaginal deliveries should be regarded as an 
optimistic historical fact, not a diagnostic criterion 
for spontaneous delivery of the pregnancy at hand. 
Any patient remains an obstetric problem until she 
engages the head. 
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General Principles of Abdomininal Surgery 


In Infancy and Childhood* 


HerBert H. SCHOENFELD, M. D., F.A.C.S. 
Associate Clinical Professor of Surgery 
George Washington University 
Washington, D. C. 


In the consideration of even limited fields of sur- 
gical practice with infants and children one should 
retain a clear understanding of the fact that a child 
is not a miniature adult. 


Either the thought or the expression, “little man” 
or “little woman” may lead to a loss of realism or 
the loss of concept of childhood. It is necessary, 
therefore, for those of us who deal with infants and 
children to be aware of the fact that infants and 
children are developing organisms. This development 
is as striking in the early weeks of life as the de- 
velopment of the fetus in utero. A full term new born 
infant has come to a point in growth where it may 
carry on in a less rigid and circumscribed environ- 
ment than in utero. 

Speaking generally a few important facts should 
be stressed. Variations in temperature of the infant 
and child within a relatively large range, as well as 
the pulse rate, can not be considered as reliable in- 
dices of illness and health. Both the environmental 
temperature, and psychological factors may cause 
marked change. It is only after the 3rd or 4th year 
that one may think of a pulse rate of 80 or less as 
being normal. 

The nervous system is an incomplete tissue at 
birth. Nerve cells are incompletely formed and nerve 
fibers are incompletely covered with myelin so that 
it should not be surprising to have indefinite localiza- 
tion of pain, as well as convulsive phenomena in the 
presence of localized pathology. 

It is to be recalled, also, that the relative blood 
volume of an infant is about 1 to 6 as compared to 
1 to 11 in the adult state. Blood pressure is much 
lower than in the adult state, seldom reaching a 
systolic level of 100 until the 8th or the 10th year. 
A relatively high leukocyte count is present normally, 
and we should remember that infancy has a normal 
lymphocytosis varying from 40 to 60% with the 
polymorphonuclear cells varying from about 20 to 


°( Read before Piedmont Post-Graduate Assembly, 
Sept., 1950, Anderson, S. C.) 


40% and frequently a low eosinophile count is found 
while in good health. The shock picture and severe 
collapse following the loss of a small amount of 
blood and the interpretation of the hemogram in the 
presence of disease must be made with consideration 
of these facts, as well as the general nutritional state 
of these patients. 

A few gross anatomic observations are of interest 
in the child’s abdomen. The abdomen is relatively 
much larger in the infant than in the adult. The 
pelvis is poorly developed which brings both the 
bladder and the rectum into the true abdomen. The 
liver, which in the adult state comprises about 1/36th 
of the total weight, comprises about 1/18th of the 
total weight in a young child. Because of the great 
size of the liver and the fact that it occupies so 
much of the space in the right side of the abdomen 
it follows that the intestinal content of the abdomen 
is held to the left. The intestinal rotaion bringing 
the cecum and the ascending colon to the right side 
of the abdomen is not usually complete until the 
3rd or the 4th year of life. 

It has been said in considering the ill child that 
while he may not tell you accurately of his symptoms, 
he will not lie. If we are observant to the reaction 
of stimuli we may make accurate diagnosis—this is 
true! Following this concept, particularly with older 
children, we must gain the confidence and sub-con- 
scious respect of our young patients by utter honesty, 
deliberate care, consideration, and avoidance of pain- 
ful actions, physical and mental. The avoidance of 
pain may require the use of anesthesia. Inspection, 
palpation, and auscultation for abdominal pathology, 
with rectal examination, plus the use of our lab- 
oratory aids, such as x-ray and clinical laboratory 
findings, will usually lead to adequate diagnosis. 

Rather than the classical text book approach, which 
deals with pathology states by system, may I suggest 
that we deal briefly with a different division in the 
case of children. First, considering congenital ano- 
malies, and secondly with acquired pathology. With 
this concept we might even go so far as to consider 
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our children by physiologic age groups, which makes 
it important to have an adequate history of familial 
factors, such as, for instance, polyposis in the child’s 
forbears or relatives and whether the child was born 
full term or prematurely. Alteration of habit pattern 
in feeding or bowel function, as well as other symp- 
toms and signs, should be noted in chronologic order. 


Of the immediate evident congenital anomalies 
which produce rapid progress of symptoms after 
birth the most spectacular are those associated with 
obstruction and/or atresia of the gastro-intestinal 
tract. Such lesions are found to occur in any part of 
the tract and may be multiple, they may be complete 
or incomplete, having associated diaphragm forma- 
tion within the lumen, or they may be caused by ab- 
normal constricting extrinsic abnormalities such as 
adhesions. They produce a rapid train of symptoms 
and signs with vomiting, dehydration and associated 
disturbance of body chemistry, and distention vary- 
ing in amount with the location of the obstruction, 
and with constipation, which of course, is most 
notable and complete in imperforate anus and recto- 
sigmoid obstructive lesions. In the recto-sigmoid ano- 
malies we not infrequently see abnormal openings 
into the bladder or the urethra. It is a fact, also, 
that in such patients we not infrequently find spina- 
bifida or other bone abnormalities in the extremities or 
thorax. As stated, the picture in these infants is of 
immediate danger and requires immediate diagnosis 
and heroic surgery. Physical examination, as such, is 
not nearly as helpful in diagnosis as x-ray. 


While supportive therapy in the form of parenteral 
fluids and blood must be provided promptly and 
even while studies are being made within a few 
hours after birth, air is quickly swallowed. This air 
gives an adequate contrast in x-ray and fluoroscopy 
without the aid of opaque media in many instances. 
X-ray studies may be made in varying positions, 
even holding the infant by his feet in an up-side-down 
position to demonstrate the situation of the rectal 
ampulla with imperforate anus. The stomach may be 
demonstrated quickly and easily in its entirety, and 
in a duodenal or pyloric obstruction the remainder 
of the intestinal canal may have no gas present in it. 


In the presence of obstruction early surgery is in- 
dicated. Such surgery may be definitive, as in making 
of a gastro-enterostomy in a pyloric, duodenal, or 
upper jejunal obstruction, or in the sectioning of an 
occluding extrinsic adhesion. Surgery may better be 
palliative colostomy in the instance of lower in- 
testinal obstruction or imperforate anus. In an oc- 
casional rectal diaphragm or imperforate anus de- 
finitive surgery may easily be accomplished, but the 
attempt to make definitive surgery should not be 
persisted in if great difficulty is encountered. In the 
atresia of the small gut definitive surgery by means 
of some type of by-passing anastomosis is the treat- 
ment of choice, because infants and children do not 
tolerate the loss of small intestine content well, their 
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electrolitic and fluid balance being extremely difficult 
to maintain where small bowel content loss by 
enterostomy occurs. 


Of the other not infrequent anomalies, such as a 
defect in the abdominal wall due to incomplete fusion, 
one may usually make operative repair relatively 
elective. 


Congenital hypertrophic pyloric stenosis does not 
usually produce symptoms before the 2nd or 3rd 
weeks of life. The operation of Ramstedt, associated 
with adequate medical management, should be prac- 
ticed early. It may occasionally require secondary 
operation, which should not be delayed too long if 
indicated. Our Children’s Hospital has a very low 
mortality rate of about 2%. An occasional case is 
encountered which is not relieved by secondary opera- 
tion. I have had one such case in the past year which 
was not relieved by secondary operation and in this 
female child an anterior gastro-enterostomy was made 
with recovery. Most of the other anomalies, including 
re-duplication, which in our experience in Washington 
is extremely rare, and mal-rotation, and obstructive 
megacolon do not give very early symptoms, as a 
rule. These come to treatment after infancy is passed 
and frequently do not give marked symptoms until 
childhood is well along and, indeed, occasionally are 
first significant in adult life. 


Among the most interesting of congenital anomalies 
which we have encountered in our Children’s Hos- 
pital are those involving the biliary ducts. The sus- 
picion of biliary obstruction is frequently not attained 
until the infant is several weeks of age, as stools may 
be apparently colored with bile associated with the 
intense jaundice which is present. We have seen in 
the past 5 years two patients with erythroblastosis, 
having had their common duct obstruction produced 
by inspissated material in the common duct and re- 
lieved by cholecyst-jejunostomy. One patient in our 
Children’s Hospital during the past year was found 
to have contracted sclerosed liver from which no bile 
flowed on wide, deep section of the organ. We have 
noted at least one tremendous choledychocal cyst 
which was treated with anastomosis to the jejunum 
and who died post-operatively. Complete atresias of 
either hepatic duct, and atresias of the common duct 
have been noted. Various types of operation, including 
cholecyst-jejunostomy, cholecyst-gastrostomy, dilata- 
tion of the ducts with tube insertions externally, and 
attempts to implant the ducts into the intestines 
have been essayed in different cases. The mortality 
rate is extremely high in all of these cases, which 
must be treated as the ingenuity of the operating 
surgeon dictates to overcome obstruction. All of 
these patients demonstrate typical signs of biliary ob- 
struction in their apparent jaundice, in their in- 
ability to digest fats, in their Vandenberg reaction, 
and other laboratory findings. A varying degree of 
cirrhosis of the liver is bound to occur, although, in 
the patient whose obstruction is overcome promptly 
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we see a normal childhood, while in those whose ob- 
struction cannot be adequately treated ultimate liver 
death occurs within a year or two. 


Meckel’s diverticulum and patent urachus are in- 
frequent states and are usually notable because of 
the draining sinuses at the umbilicus, acute inflam- 
matory states may be associated with them, and in 
Meckel’s diverticulum hemorrhage may occur. It is 
interesting that in my personal experience in about 
40 Meckel’s diverticuli only two have had hemor- 
rhage, while in a series of “Ladd and Gross” they 
report hemorrhage as being the most significant sign 
occurring in about 40% of their cases. Such hemor- 
rhage, when it does occur, may be of exsanguinating 
proportion. of Meckel’s diverticulum 
have given an inflammatory picture or have been 


Several cases 


associated with intussusception and diagnosis was not 
established in most cases by x-ray or other studies 
until surgery was made. It is my judgment that no 
single method of surgery suffices for all cases and 
in our hospital the argument persists of the propriety 
of segmental resection, wedge resection, or simple 
resection. 


The treatment of inguinal hernias comprise a large 
part of the surgical practice in infants and children. 
In this congenital state recent years have seen much 
earlier operation made. I am in agreement that in all 
patients in whom incarcerated or strangulated hernia 
occurs immediate surgery is indicated. In some of 
these, incarcerations may be noted in the first few 
days of life and operation of these are essayed at 
once. In those infants having no grave symptoms it 
is my feeling that conservative management until 
stability in life is obtained at about 6 months or one 
year is the management of choice. These hernias are 
all indirect. Regardless of what type of operation is 
done, uniformly 


good results in cure are to be 


anticipated. 


The umbilical hernias, in the main, are no longer 
considered as requiring surgical treatment as they are 
spontaneously cured, in most instances, as the nutri- 
tion of the infant is improved and growth occurs. 


If one remembers that the lymphoid component of 
infancy and childhood is very large we may readily 
understand the fulminant character of infectious pro- 
cess within the abdomen of children associated with 
either local intra-abdominal pathology or with sys- 
temic infection. The outstanding symptom of such 
infectious process, aside from the general malaise, 
fever, and increased pulse rate, is abdominal dis- 
comfort and pain. Respiratory tract infections, centeral 
nervous system infections, or the exanthemata have 
frequently associated abdominal distress. We have 
also noted abdominal distress in cardiac infections. 
While the exact mechanism of abdominal pain in 
these conditions is moot, it is my judgment that the 
affect on lymhpoid tissue probably is the most 
important factor. 
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Of all the inflammatory conditions related to the 
intra-abdominal organs, per se, the most important 
is appendicitis. Appendicitis is usually thought of 
as being a disease seldom seen before the 4th or the 
5th year of life, but it does occasionally occur in 
extremely young infants. We have seen it within the 
first month of life and relatively many cases have 
been seen during the 2nd and third year of life. The 
symptoms and signs of appendicitis in children sel- 
dom give a text book picture. The differential diagno- 
mesenteric —_adenitis, 


sis between appendicitis, 


Meckel’s diverticulum, primary peritonitis, and di- 
verticulitis may be extremely difficult or impossible. 

Pelvic peritonitis due to gonorrheal infection occurs 
so seldom in a children’s practice that for practical 
purposes it may not need to be considered. 


In diagnosis, I believe it most important to have 
a carefully attained history. Pain is practically always 
the primary complaint in appendicitis with anorexia, 
nausea, and vomiting occurring subsequently. Chil- 
dren are so sensitive to touch and in all age groups 
are so fearful of pain that differentiation of voluntary 
and involuntary muscle spasm associated with tender- 
ness must be made by careful, gentle palpation and 
repeated examinations. Unless time and distance pre- 
clude repeated examinations over several hours I 
would urge it on every pediatric surgeon. 

The patient with primary peritonitis or with acute 
than 
diverticulitis. 


mesenteric adenitis usually appears more ill 
the 


Temperature range is usually higher, leukocytosis is 


patient with appendicitis or 
usually more marked, vomiting with secondary chemi- 
cal imbalance usually appears more marked, and in 
mesenteric adenitis auscultation of the abdomen does 
not usually show absence of peristalsis. 


I would agree with the thesis that it is better to 
remove an innocent appendix with a mistaken diag- 
nosis as in the case of an acute mesenteric adenitis, 
but it is my belief that a large number of unnecessary 
operations can and should be avoided by adequate 
diagnosis. It should be remembered that appendicitis 
can and does occur in association with other diseases. 
I have operated on and removed a gangrenous ap- 
pendix during the acute stage of poliomyelitis, pneu- 
monia, measles, whooping cough, and scarlet fever. 


The intestinal obstructions comprise a large volume 
of surgery in childhood. They may be associated with 
congenital anomalies varying from small bowel ad- 
hesion to Meckel’s diverticulum, malrotation, mega- 
colon, volvulus, and intussusception. Tumors of the 
Abdominal pain, 
usually paroxysmal in character, associated with in- 


intestine are rare in childhood. 
creasing constipation, vomiting with a rapidly at- 
tained picture of shock, dehydration, and the dis- 
turbance of body chemistry ensue rapidly. In general 
diagnosis can be made of all obstructions by in- 
spection in which contour, and intestinal pattern and 
peristalsis may be scen at times; by palpation, unless 
the distention of the abdomen is too great; ausculta- 
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tion demonstrates the high pitched hyper-peristalsis, 
which is paroxysmal; and by the use of x-ray with or 
without the use of contrast media. 


Most of the obstructions due to megacolon can be 
treated medically. A large number of intussusceptions, 
providing they are suspected and diagnosed early, 
may be successfully treated under fluoroscopic ob- 
servation with barium enema. The other obstructions 
intervention. In operative 


indicate operative inter- 


vention it should be emphasized that infants and 


children, when very ill do not tolerate resection 
well. Exteriorization with secondary resection and 
anastomosis may frequently be the treatment of 
choice. 


By way of parenthesis, I would state that in this 
essa) I do not care to consider the retro-peritoneal 
tumors, which for the most part are malignant in 
the 
adrenal glands, or the kidneys. Mesenteric cysts are 


character and involve either nerve elements, 


rarely seen, and new growths of the liver, spleen, and 
pancreas are so infrequent that I will not discuss 
them. 
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In all surgery, and particularly with infancy and 
childhood, careful evaluation of the patient as a 
whole, with fluid and 
chemical balance, and with transfusion will make for 


provision of pre-operative 
successful surgery. 

Ether remains the anesthetic of choice in infants 
and early childhood, with basal anesthesia and gas 
supplements being reserved for the older age group. 

Careful, gentle handling of tissue without hyper- 
radicalism in removal of tissue is required for success- 
ful outcome. 

Meticulous post-operative management, including 
adequate dietary and parenteral medication, with the 
use of anti-biotics as indicated will result in much 
satisfaction and a high recovery rate. 

The present fad of early forced ambulation, in my 
judgment, is to be deprecated. I would condemn the 
practice of 30 or more years ago when children were 
strapped on a Bradford frame for many days. The 
child may readily be left to move about when he de- 
sires and even when left in bed he will move and 
breathe with sufficient rapidity to obviate the com- 
plications which we fear in the adult state. 


The Management of Lower Nephron Nephrosis * 


Myers H. Hicks, M. D. 
Florence, S. C. 


The acute renal in- 


sufficiency is becoming an increasingly important 


management of temporary 
problem in medical therapy. It merits considerable 
stress because of its frequency of occurrence and also 
because its prognosis is favorable if the attending 
physician applies sound biochemical and physiologic 
principles. The lower nephron syndrome is probably 
frequent cause. Other processes, 
such as acute glomerulo-nephritis, which progresses 


its most disease 
to diuresis and recovery may also be managed in a 
similar fashion. We would direct most of our atten- 
tion to the lower nephron syndrome. 

There are a multitude of etiologic agents causing 
this syndrome, including sulfonamides, transfusion re- 
actions, burns, crush injuries, poisoning, and pro- 
longed post-operative shock, but they all seem to 
have a similar mechanism for production of the 
renal lesion. This is anoxia of the renal cortex which 
some believe to be due to diversion of the blood from 
the entire kidney whereas others hold to a theory 
forwarded by Truetat that there is diversion of the 
blood from the cortex by way of the vasa rectae with 
resultant cortical anoxia and damage. Regardless of 
the actual pathogenesis, the essential factor seems to 
be anoxia or at times poisoning of the lower portion 
of the nephron and the end result a common one. 


(Read before annual meeting, S. C. M. A., May, 
1950, Myrtle Beach, S. C.) 


That result is damage to the tubular epithelium2 of 
this portion of the nephron with degeneration, necro- 
sis, and apparently actual sloughing of the lining 
membrane. 


The symptoms of this condition are, first, the 
symptoms caused by the etiologic agent, such as, 
chills, and fever following a transfusion reaction, low 
blood pressure and fast thready pulse associated with 
shock and the like. The specific symptom is diminu- 
tion in urinary output which may progress to com- 
plete anuria, frequently associated with pain in the 
costo-vertebral angles. The later course of the dis- 
ease may progress to uremia with its associated symp- 
toms. 

The general principle on which the treatment of 
the lower nephron syndrome is based is that there is 
an acute reversible insult to a portion of the tubule. 
Immediately upon removal of the noxious stimulus, 
the regenerative process begins and will progress to 
complete recovery if the patient is able to survive 
the initial insult and remain alive long enough for 
healing to occur. This healing is a re-epithelialization 
of the lower portion of the renal tubule and occurs 
in about seven to fourteen days. Therefore every 
effort must be bent to see that the patient will live 
for this period of time. One should do nothing to 
harm the patient or endanger his existence for if no 
treatment at all is given, a good percentage of pa- 
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tients will recover. The major difficulty encountered 
is pulmonary edema resulting from the over en- 
thusiastic fluid administration of anxious attending 
physicians. 


The most important factor in the patient’s survival 
is the limitation of the fluid which he may ingest in 
a 24 hour period of time. This should always be 
limited to a quantity equal to the insensible water 
loss plus the urinary output for the preceding day. 
In the face of anuria, the insensible water loss is 
1000 cc. as an average with 200 cc. of fluid loss in 
the feces. The fluid formed in metabolism in the 
body is 450 cc. The total deficit for a 24 hour period 
of time is therefore 750 cc. This plus the urinary out- 
put for the preceding day should be the quantity of 
fluid the patient is allowed to have during any 24 
hour period of time. This should receive one’s prime 
attention and be his prime duty towards his patient. 


A secondary fact which may be applied is that 
during anuria, metabolism continues and urea and 
potassium, (products of protein metabolism) increase 
in concentration quite rapidly in the blood. In fact, 
in our series of patients, 50 percent developed serious 
potassium intoxication confirmed by  electrocardio- 
graphic3 and serum potassium determinations. It is 
a certainty that of these patients with the lower 
nephron syndrome who do not die by drowning due 
to the overzealous administration of fluids by the 
attending physician, many die a cardiac death. This 
seems to be due to myocardial depression due to 
elevation of the serum potassium beyond that level 
which is compatible with life. In an attempt to limit 
the elevation of blood urea and the serum potassium, 
one may completely eliminate protein from the diet. 
In addition, he may administer carbohydrate in 
sufficient quantity that the caloric requirement of the 
body is satisfied, diminishing the demand for metabol- 
ism of the protein stores within the body. If this is 
done, protein metabolism may be cut to less than 
half the usual quantity. Therefore, one would ad- 
vocate the administration of 750 cc. of water, plus a 
quantity equal to the preceding days urinary output 
in which is dissolved sufficient glucose to make a 
15 to 20 percent solution. ’ 


These measures alone if instituted intelligently will 
result in spontaneous recovery of a majority of pa- 
tients with acute temporary renal insufficiency. How- 
ever, there are those previously mentioned who may 
die of elevation of the serum potassium or possibly 
retention of other metabolic products and more 
dramatic measures must be instituted to assure their 
chance to recover. In these individuals, some type 
of extrarenal clearance of products of metabolism are 
necessary. 


MATERIALS AND METHODS 


Many modes of extrarenal clearance of potassium 
and urea and other metabolic products have been 
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Figure 1.—Intestinal Lavage Set-Up 


devised but for this study, we have chosen lavage 
of the stomach and upper small intestine.4, 5, 6 We 
chose this because in our hands, it is a simple and 
effective means for the clearance of these substances. 


In this method, (Fig. 1) a Levine tube is inserted 
into the stomach. A second tube, a Miller-Abbott 
tube is inserted through the nose into the stomach 
and threaded down the bowel about 3 feet past the 
pylorus. Constant suction is maintained on the 
Miller-Abbott tube by means of Wangensteen suction. 
A solution, modified “P” solution is introduced 
through the Levine tube. As it passes down the 
stomach and small intestine, substances with a high 
concentration in the blood which are not present in 
the lavage fluid, pass across the intestinal membrane 
into the lavage fluid. When this fluid reaches the tip 
of the Miller-Abbott tube, it is evacuated by the 
suction and is thus eliminated from the body. The 
fluid used in lavage is shown in the table below. 
(Table I) It contains physiologic concentrations of 
sodium, chloride, bicarbonate, calcium, and in ad- 
dition has sufficient glucose concentration to help 
satisfy the caloric requirements of the body. 


TABLE I—MODIFIED “P” SOLUTION 


Compound GM./ Liter 


SODIUM CHLORIDE 6.0 
SODIUM BICARBONATE 3.0 
CALCIUM CHLORIDE 0.1 
GLUCOSE 20.0 


In our present series, we have had the opportunity 
of treating six individuals with lower nephron 
nephrosis by the above outlined method. 


RESULTS 


It is possible by lavage of the stomach and upper 
small intestine to eliminate from the body in a 24 
hour period of time as much as 49.5 gms. of urea. 
One would recall that under basal conditions, as 
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outlined in the program of management, urea pro- 
duction is limited to approximately 3-6 grams per 
day. As to the efficiency in removing potassium, as 
much as 4.1 grams of potassium have been removed 
in a day. Under basal conditions, potassium formation 
is limited to about 0.3 grams a day. This indicates a 
wide safety margin in such a program. (Table II) 


TABLE IL.—TOTAL QUANTITY OF POTASSIUM 
AND UREA REMOVED BY INTESTINAL 
LAVAGE IN TWO INDIVIDUALS 
K Removed 


Lavage Fluid Urea Removed 


Per 24 Hr. Per 24 Hr. Per 24 Hr. 
Subject CCs GMS GMS 
A. 24,000 49.5 4.1 
B. 24,000 26.2 3.6 


It is true this method cannot compete with the 
artificial kidney in efficiency as it can remove prob- 
ably only half as much as the artificial kidney. How- 
ever, intestinal lavage is available in any hospital 
where one has the medical initiative to desire its 
utilization. Also it has no complex mechanism to go 
awry and result in severe complications. It also 
eliminates much of the fluid absorption that is asso- 
ciated with either peritoneal lavage or lavage of the 


large bowel. 


A typical case is that of a 42 year old colored male 
who was admitted to the hospital because of severe 
headaches, chills and fever and was found to have 
meningitis. He was put on sulfonamides and _peni- 
cillin. In a 24 hour period of time, thereafter, it was 
noticed that the patient was oliguric and urinary out- 
put was followed carefully. The sulfonamide was dis- 
continued but in spite of this, he became anuric. He 
was put on the regime outlined but by the end of 
ten days, the blood urea had become 225 mgm. per- 
cent. At the end of 14 days, the blood urea had 
reached 296 mgm. percent and the serum potassium 
was 29 mgm. percent. A normal serum potassium is 
16 to 20 mgm. percent and a fatal level is in the 
neighborhood of that quoted in this patient. This 
was associated with marked cardiac effect in the 
electrocardiogram. There was auricular _ standstill 
with a-v nodal rhythm and a high spiked T wave, 
all changes characteristic of potassium poisoning. 
Consequently, the tubes were inserted for therapy 
and lavage instituted. At the end of 24 hours, the 
EKG had reverted to a normal tracing as shown below 
(Fig. 2) and lavage was continued for four days 
thereafter. At the end of this time, the serum potas- 
sium was normal and the blood urea had dropped to 
190 mgm. percent. Lavage was abandoned and at 
the end of 25 days diuresis ensued. The patient be- 


came asymptomatic and afebrile and was discharged 
from the hospital. Two months after discharge, the 
patient was seen in the Clinic at which time a 
P.S.P. test was normal, blood urea was normal and 
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Figure 2.—Electrocardiographic Changes in a Patient 
Treated for Potassium Intoxication. 











a random urine specimen had a specific gravity above 
1.020. This undoubtedly represents a case that would 
have died unless some mode of extrarenal clearance 
of potassium had been instituted. 


I should like to emphasize the point that simple 
administration of urea alone by mouth to an in- 
dividual with resulting elevation of the blood urea 
to quite a high level is associated with no toxic symp- 
toms of significance. We feel that simple elevation of 
the blood urea should not be given primacy but is 
an indication of the retention of other products of 
metabolism of which potassium seems to merit chief 
interest at this time. This is confirmed by the fact 
that 50 percent of our patients developed serious 
potassium intoxication with levels of potassium vary- 
ing from 20 to 55 mgm. percent. All of these levels 
were associated with the definite electrocardiographic 
and clinical evidence of potassium poisoning. I should 
like to point out parenthetically that within the past 
two months, I have seen two cases of acute glomerulo- 
nephritis who had serum potassium levels of 55 and 
59 mgm. percent at the time I was called to see them 
and who expired shortly thereafter. Neither of these 
patients were anuric but were both markedly oliguric. 


I should emphasize the fact that if one is to treat 
cases of acute temporary renal insufficiency, it is 
necessary that he have some means for recognition of 
potassium intoxication either electrocardiographic or 
by determination of the serum potassium. One such 
procedure should probably be performed daily or 
every other day so that the earliest signs of toxicity 
could be recognized and appropriate therapy in- 
stituted. 


SUMMARY 


Acute temporary renal insufficiency as character- 
ized by the lower nephron syndrome is a frequent 
occurrence in present day medical practice. It re- 
sults from a multitude of different causes, but is 
apparently the result of a common factor, that is, 
anoxia of the cortex of the kidney with damage to 
the lower portion of the nephron. This is a temporary 
lesion and with passage of seven to fourteen days 
time, recovery will be complete. The prime duty of 
the physician is to avoid drowning the patient, heed- 
ing primarily limitation of fluids. Administer to the 
patient a quantity equal to the daily loss. Other meas- 
ures, such as restriction of protein with administra- 
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tion of large quantities of carbohydrates are ad- 
juvents. In spite of such a course of management some 
of the individuals will develop potassium poisoning 
and some mode of extrarenal clearance of products of 
metabolism must be instituted. Intestinal lavage is 
an effective means of accomplishing this purpose. 


CONCLUSIONS 


1. Actue temporary renal insufficiency as characterized 
by the lower nephron syndrome is discussed. 


to 


Management of acute renal in- 
sufficiency is outlined. 


temporary 


3. Intestinal lavage is introduced as a simple and 
effective means of extrarenal clearance of products 
of metabolism. 

4. The importance of recognizing elevation of the 
serum potassium in temporary renal insufficiency 


is stressed. 
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Review of Five Hundred Cataract Operations’ 


Wan. B. McWuorter, M. D., F. A. C. S. 
Anderson, S. C. 


I do not presume to tell you how to do a cataract 
operation. I have no new incisions or stitches to offer. 
After all the purpose of a cataract operation is to re- 
store the patient’s vision. A cataractous lens may be 
removed by various methods. The young surgeon may 
get valuable ideas from reading or from watching 
others operate but in the end he must work out his 
own salvation and settle on the 
performs best and which gives the patient best re- 
sults. It is a long and hard road. As a matter of fact 
the cataract operation is a compromise and no tech- 
nique has yet been devised that will work out 
successfully in every case. Going to extremes in one 
direction to pursue a pet hobby 


method which he 


lead _ to 
emergencies that are worse than the ones you are 
seeking to avoid. I 


may 


watched noted 


operate and have seen that they too sometimes have 


have surgeons 
their emergencies and do not always get best visual 
results. I have often seen patients in my office who 
were operated on in some large medical center and 
have found that in some cases the results are far 
from perfect. I believe the eye surgeon in the smaller 
cities if he will apply himself diligently can get just 
as good results as the surgeon in the large cities. With 
all due respect to the large medical centers I learned 
long ago that they do not have any monoply on 
medical knowledge. In fact the doctor in the smaller 
cities has some advantage. He often knows his pa- 
tients personally and is in better position to watch 
them and get them better prepared for operation. He 


(*Read before combined meeting of N. C. and S. C. 


Eye, Ear, Nose, and Throat Societies, Henderson- 
ville, N. C., Sept. 12, 1950.) 


can also give them better postoperative care. The sur- 
geon has not finished with a cataract case when the 
patient leaves the hospital. They should be kept 
The 
the 


under observation for months or 
greater between 


greater the disadvantage. 


even years. 


distance doctor and_ patient, 


When the young doctor starts practice he is puffed 
up with wisdom. After he has practiced for thirty 
years or more he is not so sure about many things. 
He becomes more cautious and conservative. He has 
seen many fads come and go and naturally becomes 
more skeptical of new ideas until they have proved 
their worth. He the limitations of 
human knowledge both medical and otherwise and 
knows that the old decree of three score years and 


more realizes 


ten still stands and that the doctor can go so far 
and no farther. 


On the other hand he has learned some things by 
experience which can be learned in no other way 
and about which he feels pretty sure. So it is my 
humble purpose to present in this paper a few of 
those simple and practical things which I think I 
have learned about cataracts and cataract patients. 
I claim no superior knowledge and realize that you 
too have had experience and may have reached con- 
clusions that may or may not agree with mine. 


I do not know the cause of senile cataract but 
observation leads me to believe that it is a metabolic 
change in the lens due to undernutrition. I believe it 
is more likely to occur in those patients who are 
undernourished and who are generally below par 
physically. There is no medical cure for cataract but 
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I am sure that I have observed cases where stimula- 
tion of the ocular circulation and measures to improve 
the general health of the patient have at least slowed 
the progress of the cataract. 


I have learned that a rather large percentage of pa- 
tients past sixty-five have cararactous changes in 
their lenses. This does not mean that they need opera- 
tion. I have learned that it is not best to be in any 
hurry about removing senile cataracts. The patient's 
vision may not be satisfactory to him but so long as 
he gets along pretty well it is best to defer operation 
until the stage of maturity is reached. The lens is 
then firmer and is more easily and safely removed and 
there are other practical considerations. If you re- 
move a lens before the eye is practically blind and 
do not get a perfect result the patient will be greatly 
disappointed and the doctor will hear plenty about 
it. On the other hand if you wait until the eye is 
blind and then operate and restore vision the pa- 
tient will be pleased whether the result is perfect or 
not. A pleased patient is an asset but a displeased one 
is a great liability. 

It is my experience that most patients with senile 
cataract have the condition in both eyes usually more 
advanced in one of the eyes. I believe it is proper to 
remove the cataract in the more advanced eye as 
soon as it becomes mature even if the vision in the 
other eye is sti!l good. The optic nerve tends to de- 
teriorate if a mature cataract is not removed and 
there is more risk in removing a hypermature cataract. 
The patient should be told before operation, however, 
that the eyes will not cooperate after operation. If 
they understand this they are usually satisfied and 
get along all right. If they do not understand it before- 
hand the doctor will be in for a lot of explaining 
afterwards. After they get accustomed to the condi- 
tion they are decidedly better off. They have an in- 
creased field of vision and the nerve function is pre- 
served. As the vision fails in the unoperated eye the 
patient will use the operated eye more and more 
and at the proper stage the cataract lens can be fitted. 


Every case is a law unto itself. There are some 
cases whose cataracts are approximately the same 
density in both eyes. They finally reach the stage 


where they can not read or perform their work. 
Life is not much satisfaction and waiting for com- 
plete maturity of the cataracts may mean waiting 
the rest of their lives. In such cases I believe it is 
proper to remove at least one of the cataracts even 
though it is not completely mature. 

I have found that there are few patients who get 
20/20 vision after a cataract operation. I do not care 
who does it, where it is done or what method is 
used. An aphakic eye is not a normal eye and can not 
perform like a normal eye. I have learned not to 
promise too much because these patients often have 
other troubles associated with their cataracts and I 
do not care how perfect a cataract operation you may 
perform the visual results may not be completely 
satisfactory. All I promise is that with the help of 
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God I will do the best I can. 

The prognosis is not the same in all cases. Much 
depends on the patient’s general condition. Patients 
with diabetes, arthritis, hypertension and advanced 
arteriosclerosis are bad risks. Focal infection in the 
mouth, sinuses, eyelids lachrymal sacs or elsewhere 
increases the danger. The extremely old are cranky 
and hard to control. We can not pick our cases, 
however, but must do the best we can with what we 
have to work with. 

I would advise the beginner, however, not to begin 
with risky cases. The abdominal surgeon can cover 
up and his failures are not so visible and evident. The 
eye surgeon’s failures are exposed for everybody to 
see and one bad result will outweigh fifty good re- 
sults as far as reputation is concerned. He must re- 
member that it is the irony of fate that the case 
which means most to his reputation and for which 
he works hardest is likely to be the very one that 
turns out badly. He will wish he had never seen a 
cataract. Even if the surgeon performs a_ perfect 
operation and the patient gets 20/20 vision he must 
expect some complaints when the cataract lens is 
fitted. As I have stated before the aphakic has very 
little accommodation and is not a normal eye. The 
patient has to learn to see all over again and will 
have trouble focusing and may complain of glare 
especially if a large iridectomy is done. Careful fitting 
and adjusting of the cataract lens is very important 
and if properly done will do much to help these pa- 
tients. I think the ophthalmologists as a rule fail to 
give proper attention to the refraction of their 
cataract cases. 

So far as the technique of operation is concerned 
I take it as an axiom that the operation Which is the 
simplest and causes the least traumatism to the eye 
structures is the best. The surgeon’s instruments 
should be exceedingly sharp. I have found it best to 
handle the cutting instruments myself rather than 
entrust them to a nurse. Few nurses in our general 
hospitals are properly trained to handle eye instru- 
ments or to assist the surgeon in eye operations. 

I have had little experience with the intracapsular 
operation but do believe it to be the ideal one when 
successfully performed. 
difficult to perform, causes more traumatism to the 


I also believe it is more 
eye and is more likely to result in loss of vitreous. 
For the average operator I believe the extracapsular 
method is simplest and safest. 

The patient should be in the hospital at least 
twenty-four hours before operation in order to be 
properly prepared. The lashes should be clipped, the 
glands of the lids expressed, the pupil should be 
dilated and antiseptics used in the eye. No opiate 
should be given the patient that is likely to cause 
nausea and vomiting after the operation. Akinesia 
of the lids is very important but I have found that 
infiltration of the lids with the procain solution as is 
usually done will often cause a troublesome edema 
which interferes with operation. Akinesia of the lids 
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is best secured by blocking the fibers of the facial 
nerve supplying the orbicularis muscle. These fibers 
can be blocked just anterior to the tragus of the ear. 


Complete anaesthesia of the eyeball is necessary. 
The instillation of Butyn drops followed by retro- 
bulbar injection of procaine has been very satisfactory 
with me. Butyn is less irritating to the cornea than 
cocaine. 

I have often seen the statement made that retro- 
bulbar injection of the anaesthetic solution will relax 
the ocular muscles and thus lower the tension which 
is a thing to be desired. I want to say here that it 
will do no such thing. I have repeatedly taken the 
eye tension before and then after injecting the solu- 
tion and have never found it lower. On the contrary 
the tension is sometimes much higher. 


Retrobulbar injection of too large a volume of 
anaesthetic may so increase the tension as to make 
operation hazardous. For this reason a small volume 
of 4% solution is preferable to a larger volume of 
weaker solution. One c. c. of 4% solution is sufficient 
if the operator wil! wait for five minutes for it to 
take effect. 


A speculum should be used which does not press 
upon the eyeball. A retaining suture passed through 
the insertion of superior rectus muscle and tied above 
will steady the eye and hold it in proper position for 
making the incision. Thirty years ago the classical 
incision with the Graefe knife at the limbus without 
flap and without sutures was the rule. Both eyes 
were bandaged and the patient in bed quiet as pos- 
sible for several days. Unfortunately all patients 
would not remain quiet and well behaved. Some 
would go nuts, pull the bandages off and get out of 
bed. A few would get pneumonia or thrombosis in 
the legs. In some the wound would gape open and 
there might be hemorrhage, prolapse of iris and 
vitreous, delayed healing and infection. 


In order to prevent these sad complications most 
ophthalmologists now agree that some form of con- 
junctival flap with sutures are necessary. It is wonder- 
ful that we agree in this one thing since disagreement 
among doctors is not calculated to increase the pa- 
tients confidence. This conjunctival flap may be pre- 
pared by extending the Graefe incision up under the 
conjunctivia for four or five millimeters. I have found 
it hard, however, to make a symmetrical flap the full 
length of the incision with the Graefe knife. If the 
knife is passed too deeply in order to engage the 
conjunctivia the iris is likely to fall before it. I be- 
lieve a better flap can be prepared for dissecting it 
up before the incision. The incision can then be 
made under the flap with the knife or with the kera- 
tome and scissors. There is some disagreement whether 
it is better to make this incision with knife or with 
keratome and scissors. I do not think it makes a 
great deal of difference so far as results are con- 
cerned. It is like going into the water. A Graefe in- 
cision is like diving in while the keratome-scissor in- 
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cision is like wading in and is therefore probably 
safer. If one intends to use a corneo-scleral suture it 
can be placed after the small keratome incision and 
the incision then enlarged with scissors. This is 
certainly safer than placing corneo-scleral sutures 
after a full Graefe incision. 


The conjunctival flap with conjunctival sutures was 
used in most of the cases reported in this paper. It 
has been satsifactory with me. If the flap is carefully 
prepared and the five or six silk sutures spaced and 
tied with slight tension it is very rare that the wound 
will gape open. The sutures can easily be removed 
in a week or ten days. 


We hear much talk about corneo-scleral sutures. 
The manner of placing them is legion. I have lately 
been trying out some corneo-scleral sutures but will 
state that it is much easier to talk about them than 
to place them. They are probably more secure but 
both the cornea and sclera are very tough membranes 
and resist the passage of the needle. Whether the 
benefits derived justifies the added traumatism of 
placing them has yet to be proven. For me _ the 
easiest way to pass the suture is first to dissect up 
the conjunctival flap, make the initial incision under 
the flap with a keratome and then pass the suture 
through the superficial layers of the cornea and 
sclera and then back through the flap. The loop is 
then pulled aside and incision enlarged with scissors. 
After iridectomy and expulsion of the lens the suture 
is tied and supplementary conjunctival sutures placed 
on both sides. Preplaced sutures as recommended by 
Verhoeff, McLean and others interfere with making 
the incision and I do not believe them to be neces- 
Sarv. 


In order to summarize results I checked over my 
records of the last thirty years and found I have done 
something over five hundred cataract operations. Four 
hundred and thirty-seven of these were done during 
the last twenty vears and I have fairly accurate rec- 
ords of these cases as of the date I last saw the pa- 
tient. It is hard to keep track of them as some of 
them die, some move elsewhere or simply quit com- 
ing. I do not claim a large number of cases and 
neither do I claim any superior results. Experience 
with this number of cases, however, justifies my own 
belief in the conclusions reached about cataract and 
cataract patients presented in this paper and I do 
believe the results compare favorably with results 
gotten in large medical centers. 


330 cases___ Excellent to good 


results_______- 20/20 to 20/40 vision 
47 cases___ Fair results_____ 20/40 to 20/80 vision 
33 cases___ Poor results_____.20/80 to 20/400 vision 
27 cases___ Unimproved____-.20/400to 0 vision 


Of the 27 unsuccessful cases two were due to 
violent expulsive hemorrhage at time of operation. 
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Five were due to pyogenic infection which developed 
soon after operation. Five were due to glaucoma de- 
veloping soon after operation. Two were due to de- 
tachment of the retina and thirteen to iridocyclitis 
developing after operation. 

With me iridocyclitis was the most frequent com- 
plication developing after operation. Most of the 
cases getting poor results had more or less inflamma- 
tion after operation and some of. them required 
needling and prolonged treatment. In my experience 
the best treatment of iridocyclitis is to try to prevent 
it. The first way to prevent it is to avoid operating on 
eyes where the prognosis is bad. It,is just as important 
to know when not to operate as when to operate. The 
second way is to do as little traumatism to the eye 
as possible during operation, avoid incarceration of 
iris in wound and loss of vitreous and above all by 
leaving as little lens remnants inside the eyes as 
possible. 

Most of my patients getting good results were well 
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pleased after they became adjusted to their cataract 
lenses and had some degree of praise for the doctor's 
efforts. I long ago learned not to expect too much 
in that direction. Most of those getting poor or worse 
results naturally blamed the doctor for the outcome 
regardless of the fact that they would have remained 
blind anyhow if no effort had been made to help 
them. I have learned to take it without worry, con- 
scious of the fact that I did the best I could with 
what I had to work with. I do not know how this 
record compares with that of other men who have 
worked under similar circumstances. Hereafter I am 
going to think more of my reputation and pick my 
cases. I intend to refer the risky cases to you gentle- 
men. 

I do not think the record of results is bad. How- 
ever, if I could go over it all again knowing what I 
think I have learned from experience possibly I 
could do better. I guess that would be true of all of 
us. 








CANCER 


Edited by R. W. PostLeruwarr, M.D., Charleston, S. C. 








CARCINOMA OF THE PROSTATE 
Pau W. SANDERS, JR. 
Charleston, S. C. 

The purpose of this paper is to give a brief dis- 
cussion on prostatic carcinoma. 

Whereas the largest percentage of neoplastic 
changes are recognized during the sixth decade of 
life, more and more cases are being uncovered in 
the fourth and fifth decade. Just recently we had a 
case of advanced prostatic carcinoma admitted to 
the hospital at the age of forty-two and another 
case at the age of forty-three has come to my at- 
tention. Since prostatic carcinoma like all other neo- 
plastic cell changes begins in an insiduous manner 
and is symptomless, one cannot help but ponder the 
question: how soon do cellular changes actually 
begin to take place in the prostate and how can a 
diagnosis be made before extensive invasion has 
taken place? The answer to this question must await 
future knowledge yet to be gained on carcinoma de- 
velopment. At the present, about 95% of prostatic 
carcinoma when diagnosed has reached the invasive 
stage, many showing metastatic lesions in the skele- 
ton system. Only about 5% or less, come in that 
group that may be classified as early and are suitable 
for radical surgical removal perineally and even in 
this group a percentage will later show metastatic 
lesions. 

These are pertinent facts of which we are all 
aware. There is, today, no cure for carcinoma. Our 
only hope for eradication of the primary site rests in 
early diagnosis with complete removal perineally of 





the prostate and seminal vesicles with their fascial 
coverings. 

Then, we must bear in mind that in early prostatic 
carcinoma, lesions are symptomless or give rise to 
only minimal symptoms referable to the prostate. In 
order that early lesions may be uncovered it will 
require re-education of all physicians, realizing that 
all men past forty are candidates for prostatic car- 
cinoma. This means that all physicians should include 
a most meticulous examination of the prostate in all 
patients past forty, paying particular attention to 
abnormal changes. Fortunately, the prostate is 
accessible to digital examination and since prostatic 
carcinoma in the majority of cases begins in the 
posterior lobes and posterior lamella, more diligent 
search should considerably increase the now small 
percentage of early prostatic carcinomas. 

Early carcinoma lesions usually appear in the 
posterior lamella as firm, fixed nodules and may 
occur on any part of the prostatic surface. Most 
frequently, these indurated areas are felt near the 
apex, towards the periphery, or ,upward toward the 
seminal vesicles. At times, even in this apparent early 
stage, one is discouraged to find marked invasion of 
the entire gland and in some instances, early 
metastases. As the process continues, the prostate 
takes on a firm, nodular, irregular feel with fixation 
to surrounding tissue. Bimanual examination. By 
placing a sound in the urethra and having patient on 
his back, palpation against the sound may be helpful. 
Doubtful indurations should always be closely fol- 
lowed, and these patients should be rechecked every 
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six months. Punch biopsies have not proven entirely 
satisfactory and acid phosphatase is not reliable as a 
diagnostic procedure. It is my belief that perineal 
biopsies are more reliable and will, in the future, be 
more popularized. 


Early carcinomas must be found by examination. 
Symptoms, when they occur, indicate invasive car- 
cinoma. The symptoms of prostatic carcinoma are 
variable. Partial or obstruction to the 
urinary stream due to carcinoma growth. Suprapubic 
pains. Backache, simulating lumbago; - sciatica; 
hematuria, anemia and loss of weight. Examples of 


complete 


remote symptoms of prostatic carcinomas. 1. Patient 
admitted to hospital with pain in left chest. X-ray re- 
vealed metastatic carcinoma 8th rib that was traced 
to the prostate which was symptomless. 2. Patient 
complaining of pains simulating generalized arthritis 
and loss of weight, showed multiple metastatic lesions 
to the skeletal system and only a minimal amount of 
prostatic induration involving the right side of the 
prostate with fixation. 


The treatment of prostatic carcinoma falls into two 
groups. The first group consists of less than 5% that 
can meet all the requirements for radical perineal re- 
moval. This procedure has, we believe, given a small 
group a cure of carcinoma. The largest percentage 
of cases—95% or more—must be treated conserva- 
tively. Total or partial obstruction is best relieved by 
transurethral prostatic resection. This procedure gives 
relief of the obstruction as well as tissue for cellular 
study. 


The introduction of the hormonal therapy by Hug- 
gins has been a miraculous adjunct in prostatic car- 
cinoma management. There is no claim for cure in 
this treatment. Regardless of this therapy, the patient 
is eventually going to die from cancer unless some 
other pathological condition intervenes to bring 
about death. Nevertheless, the application of the 
hormonal therapy has miraculously brought about 
relief of pain with prolongation of life. There have 
been metastatic have 


instances where lesions 


pletely disappeared. 


com- 


The hormonal therapy is based on the fact that 
androgens have been found to have a stimulating 
effect on prostatic carcinoma. Since the testicles are 
responsible for the greatest output of androgens, 
castrations will remove this source of output. 
Neutralization or depression of other sources of andro- 
gens is accomplished by the administration of estro- 
gens. 


The the hormonal therapy for 
maximum results has yet to be crystallized. There 
are those who believe that estrogens should be given 
immediately upon making the diagnosis, withholding 
castration until the estrogen has lost its effect. There 
are others with 


application of 


who believe immediate castration 


large doses of estrogens to be more effectual. When 
we speak of large doses of estrogens, we refer to 
milligrams or 


dosages of twenty-five more of 
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diethylstilbestrol or its equivalent daily. Then again, 
there are others who believe that patients do just 
as well on smaller doses. One patient that I have in 
mind is now living six and one-half years following 
castration and only one month’s treatment with estro- 
gens. Other patients under treatment that have be- 
come negligent in their estrogenic treatment have 
returned with pain which has been relieved on the 
resumption of estrogens. 


How does the prostatic carcinoma respond to hor- 
monal therapy? This again is quite variable. Relief 
from symptoms vary from several months to more 
than ten years, the overall average being between 
15-20 months. However, many of these individuals 
will live for three to five years in absolute comfort. 


All of this adds up to the fact that much is yet to 
be known about hormonal therapy and its application 
to prostatic carcinoma. There is no doubt that much 
more about the cellular structure of the prostatic car- 
Dr. Phil R. Rezek 


appearing before the American Urological Association 


cinoma has to be discovered. 
at its past meeting in Washington, demonstrated the 
change in the histological picture brought about by 
hormonal therapy, metaplasia changes of adeno- 
carcinoma into malignancies of less potency. Dr. 
John R. Hand in the July issue of the Journal of 
Urology gives a most admirable presentation of his 
series of prostatic carcinomas. He, too, is reaching 
for the explanation of the variable results obtained 
in the hormonal therapy and his observations and 
serious consideration. It is his 
of the carcinoma 
divided pathological 


deserve 
the cellular 
prognosis. He 


conclusions 
belief that 
influences 


pattern 
has 
lesions of the prostate into three groups: the acinar, 
multi-acinar and clear cells. There was a higher in- 
cidence of Grade III and 
cancer death among the patients with multi-acinar 


malignance, metastases 
lesions than among those who had either the acinar 
or the clear cell lesions. Also, this type of patient 
did not respond as well to hormonal therapy as the 
acinar and clear cell group. 


A review of the prostatic carcinoma cases passing 
through the Urological Clinic of the Medical College 
of the State of South Carolina and Roper Hospital 
from 1940 through 1949 shows a steady increase in 
the number of cases diagnosed and treated. In 1940 
only five cases were reported. In 1948 there were 
nine cases and in 1949 twelve cases. It is regrettable 
that none of these cases could be classified as early 
lesions. However, I feel certain that in the future, 
with the public becoming more cancer-minded and 
physicians more alerted to the diagnosis of early 
carcinoma, more of the early cases will come for 
diagnosis and treatment. 


REFERENCE 
Hand, John R., Conservative Operations for 


cinoma of the Prostate, Journal of Urology, 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 











1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tios. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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CHRISTMAS 


The Christmas season will soon be upon us. School 
books will be tossed aside, holly wreaths will appear 
upon the door, trees will be decorated and gayly 
colored lights will shine through the windows, cards 
and gifts will be exchanged and stockings will be 
hung, Santa Claus will come and go and leave in 
his wake dolls and toys to enchant the young, turkeys 
will be carved and bounteous tables spread, parties 
and dances will last into the late hours of the night, 
and pleasure and play will be the order of the day. 

As we join in the activities and participate in the 
celebrations, it will be so easy for us to forget the 
real meaning and message of Christmas—and how 
sorely we need to understand that meaning and to 
hear that message today. “Fear not... . good tidings 
of great joy . . unto you a Savior is born . 
glory to God in the highest and on the earth, peace, 
goodwill among men.” It is to the spirit of Christmas 
and not to the atom bomb which the world must 
turn to avert the clouds of war which 
hover upon the horizon. Goodwill and not hate must 
rule the hearts of men if we are to have a world at 
peace. 


if we are 


CLEANING HOUSE 


Two messages of advice and friendly warning were 
directed toward the medical profession recently. The 
first came from the Governor-elect of this state, Mr. 
James Byrnes, and the second from the President of 
the Southern Medical Association, Dr. Hamilton Mc- 
Kay of Charlotte. 

Each in his own words congratulated the medical 
profession upon its achievements but warned that 
all was not well and that the profession would do 
well to put its own house in order. 

It is all too true that a small number of physicians 
are practicing medicine and living in a way which 
brings an indictment upon the entire profession. 
Charging excessive fees, refusing to pay calls at 
nights or on holidays, keeping patients waiting for 
appointments, showing little sympathy for the sick 





and his family, expecting special privileges just be- 
cause he is a doctor of medicine, making far more 
money than the average citizen and making a show 
of his wealth—these are some of the things which the 
man in the street resents. 

It is to be hoped that a Grievance Committee will 
soon be established by our Association which can 
take cognizance of these facts and help to clean 
house where there is cleaning to be done. 


COMPLACENCY 


The results of the recent national elections would 
seem to indicate that the issue of socialized medicine 
is temporarily dead. To allow this to lull the medical 
profession into a state of complacency would be to 
court disaster. 
made tremendous strides in this 
country and has a right to be justly proud of the 
standards of health of our people. But there is still 


Medicine has 


much to be done in the way of improving and expand- 
ing the medical care which our people are getting. 
We need more physicians in some of our smaller 
communities and rural areas, we need a better plan 
for the care of our indigent, we need to have more 
people protected against the costs of sickness through 
voluntary insurance, we need more hospitals beds in 
many of our cities, we need more education among 
the rank and file of our citizenry with regard to the 
simple fundamentals of good health, we need better 
teaching of health in our schools. These are but some 
of the problems which face us today. 

While there is a lull in the national fight for com- 
pulsory health insurance we will have the time to 
study our problems more carefully and to lead the 
efforts toward meeting them. The time has come for 
us to redouble our efforts toward making the Ten 
Point Program of our Association a reality and not 
merely a blueprint for somie far off day. 





DOCTOR DRAFT INFORMATION 


The November 6 registration for men in the first 
(under 3 mo. service) and second (under 21 mo. 
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service) categories under Public Law 779 has been 
held. Under this law ASTP and V 12 students and 
those who were deferred from service during World 
War II for the purpose of persuing a course of in- 
struction leading to education in one of the medical 
categories, were required to register if they had not 
reached their fifticth birthday. Those holding reserve 
commissions were not required to register. The next 
category to register (date not yet set) will be those 
under fifty, not in the reserve, who did not serve in 
World War II. Fourth 


active service. 


will be those who did see 


There has been some confusion as to whether a 
man is in the Reserves or not. This is well explained 
on page 937 Journal A. M. A., Nov. 11, 1950. This 
statement comes from the office of the Surgeons 
General of the departments of the Army, Navy and 
Air Force. The following paragraphs from this State- 
ment bears repeating :— 

“The key to whether a person, once commissioned, 
now holds a reserve commission lies in his letter of 
appointment. If the letter states that the appointment 
was made under Section 37, National Defense Act, 
as amended; sets forth the grade, serial number and 
effective date, and states that ‘by direction of the 
President you are appointed in the Officer’s Reserve 
Corps, he holds a reserve commission and it is still 
effective, unless notice of termination has been re- 
ceived from the Adjutant General.” 


Another paragraph is as follows: 


“During World War II many persons were com- 
missioned directly in the Army of the United States 
(AUS.) These commissions do not constitute appoint- 
ment in the officer’s Reserve Corps. AUS commissions 
authorized during the period of World War II, under 
the provisions of Section 37, National Defense Act, 
as amended, are valid and will remain in force for 
the duration of the war and six months thereafter. 
All other AUS commissions were terminated by Public 
Law 239 of the Eightieth Congress.” 

If there is doubt in a person’s mind as to whether 
he holds a reserve commission or not another para- 
graph from this statement tells him what to do. 

“If the letter of appointment or other pertinent 
papers have been lost and the person is still uncertain 
of his reserve status, he should write directly to the 
Adjutant General of the Army. Attention: Reserve 
Branch, Washington, 25, D. C. The letter should 
contain a direct request as to whether the person 
holds a reserve commission and, if so, whether the 
commission is in force at this time. The letter should 
contain the writer’s Army serial Number.” 

The names of those registering under the Doctor 
Draft Law (779) have been turned over by State 
Selective Service Headquarters to the Advisory Com- 
mittee to Selective Service. Fine cooperation is being 
obtained from the various sub-committees over the 
State in arriving at a fair and impartial reeommenda- 
tion as to the essentiality of men involved. 
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At this writing (November 19) no quota has been 
set for South Carolina, and no specific call issued to 
draft men under the Doctor Draft Law. Indications 
are that the youngest men will be called first—i. e. 
a man registered under the first category, who is 
26 years of age, will be called before a man who is 
27 years of age. Doctors in the first category classified 
as IA have been ordered to take their physicals. This 
does not necessarily mean all of these men will be 
inducted. 

The following questions and answers are con- 
tained in a Special Bulletin about Public Law 779 
Registrants, and comes from the office of the Army 
Surgeon General in Washington; 


“NEWSLETTER FROM ARMY SURGEON 
GENERAL, WASHINGTON 25, D. C. 


Q: 
What is the cutoff date after which a special 
registrant would not be tendered a commission in 
the ORC? e 


A: 

After pre-induction physical, if his answer is ‘no’ 
to item 30 on DD Form 390 at time of registration 
with his local board, unless he voluntarily and sub- 
sequently requests a commission, his next contact if 
he is in class IA and has been notified that he is 
acceptable to the Armed Forces would be an order 
to report for induction. The Army cannot assume 
responsibility for issuance of a commission thereafter 
until after induction. 


Q: 

a. If a special registrant said ‘no’ on item Form 
390 as to desire for a commission, can he, subsequent 
to pre-induction physical examination and prior to 
orders to report for induction, request a commission? 
Will he be eligible for additional special pay if his 
order for induction arrives before his commission? 


A: 

a. Yes. b. If he is appointed and accepted in the 
ORC before the date scheduled for his induction. If 
appointed and accepted in the ORC he is not there- 
after liable for induction and would be eligible for 
additional special pay when ordered to duty. 


Q: 

Will an inducted registrant be required to serve 
as an enlisted man? 

A: 

Yes. However, unless the inductee applies for and 
receives appointment as an officer following sub- 
mission of an application for appointment he would 
continue to serve as an enlisted man until ad- 
ministrative processing of the application was com- 
pleted. This may take days and days. 

Q: 

Will a special registrant called to duty as a re- 
serve officer or inducted and commissioned be en- 
titled to the $250 clothing allowance? 
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A: 

Yes, if this is first appointment or he has not 
previously received such allowance. 

Q: 

Under what conditions can a special registrant de- 
lay in call as a reserve officer? 
A: 

If he is an intern (until completion thereof ). 

If his essentiality to a community is clearly estab- 
lished. 

If he can substantiate extreme hardship to his 
family (this does not refer to reduced income ). 

If he is sole surviving member of a family who 
has previously lost a member in the Armed Forces. 
Reserve officer request for delay, under the above 
criteria, may be submitted to the Commanding 
Officer of the Military District in which he is as- 
signed.” 

Frank C. Owens, M.D., Chairman 

S. C. Advisory Committee to Selective 
Service on Doctors, Dentists and 
Allied Specialties. 

TO FEE BASIS PHYSICIANS PARTICIPATING 
IN THE PROGRAM OF HOME TREATMENT 
OF VETERANS 
The following teletype message has been received 

from our Central Office in Washington, D. C.: 
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“This office has received information that some 
fee basis physicians are prescribing and using 
investigational drugs for treatment of VA out- 
patient beneficiaries. This practice cannot be 
condoned. It is requested that your office advise 
all fee basis physicians that investigational drugs 
(drug items for which new drug applications 
have not been made effective by Food and Drug 
Administration, therefore, not available 
through the regular channels of Interstate Com- 
merce ) repeat not be 
treatment of 


and 


used in 
VA 


should not 
authorized 
ficiaries.” 


out-patient bene- 


It is particularly important that physicians observe 
this precaution in writing prescriptions for veterans 
when authorized to treat the veteran as a beneficiary 
of the Veterans Administration and not prescribe 
drugs which do not comply with this requirement, 
since it may become necessary to disapprove the pay- 
ment of same or collect from the veteran. 


D. B. WILLIAMS, M. D. 


Chief Medical Officer 
Veterans Administration 
Regional Office 

Fort Jackson, S. C. 


November 15, 1950 
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THE WASHINGTON OFFICE OF THE AMA 

For the last six years the American Medical Asso- 
ciation has maintained a permanent Washington office 
which keeps Congress informed of the attitudes and 
policies of the Association and the Association in- 
formed of legislative and administrative developments 
in the field of health. 

Because of rapid increasing interest in medical 
matters, both on the part of Congress and the Federal 
bureaus, the office has steadily expanded its staff and 
its quarters. Originally one man and a stenographer 
made up the staff. Now 17 people contribute to the 
operations of the office, including part-time help. 

An indication of the scope of the work is the fact 
that more than 400 pieces of legislation of direct or 
implied medical interest were introduced in the last 
Congress. All of these were followed through their 
course on Capitol Hill. Incidentally, in the last session 
several bills approved by AMA became law, but not 
a single bill opposed by the Association was enacted. 

Last March 1, the office was moved from crowded 
space at 1302 18th Street, N. W. to its present head- 
quarters at 1523 L Street, N. W., directly across from 
the Statler Hotel and adjoining the new Washington 
Post building. The office occupies the entire third 


floor of the remodeled building, and includes a 
directors’ room for use of the AMA Board of Trustees 
or other groups which on occasions find it convenient 
to meet in Washington. 

A few District physicians, mostly those who have a 
particular interest in legislation or are invited to 
testify before Congressional committees, are familiar 
with the AMA’s Washington Office and the service 
it performs for the Association. 

Because the office performs an unusual function, it 
reports directly to the Board of Trustee’s rather than 
to one of the AMA Councils, whost headquarters are 
in Chicago. In charge of the office since its founding 
had been Dr. Joseph S. Lawrence, who had 20 years’ 
experience as Executive Officer of the New York State 
Society before coming to Washington in 1944. Dr. 
Lawrence has many contacts among both 
Republicans and Democrats on Capitol Hill. Although 
other staff members are assigned to follow activities of 
House and Senate, Dr. Lawrence also spends much 
of his time on legislation. 

Responsible for reporting on the House is the 
office’s Deputy Director, Dr. Frank E. Wilson. Dr. 
Wilson was National Medical Director of the Ameri- 
can Red Cross before coming to the AMA. 


close 
















December, 1950 THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 

















Constipation 
in the Postsurgical 
or Bedridden Patient 


The combined effects of enforced inactivity, poor appetite and 
dietary restrictions frequently result in bowel sluggishness. 

By adding bland “smoothage” and assuring a normal fecal 
consistency and volume, Metamucil gently initiates reflex peri- 
stalsis and encourages a return of normal bowel function. 


METAMUCI L° is the highly refined mucilloid of 


Plantago ovata (50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. G. D. Searle & Co., 
Chicago 80, Illinois. 
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Assigned to the Senate is Dr. Cyrus H. Maxwell, 
who came from the U. S. Office of Education. Legal 
counsel is Mr. James Foristel, who is experienced in 
legislative matters. Mr. George E. Connery, a Wash- 
ington correspondent with both newspaper and radio 
experience, is editor and writer. 


Dr. Maxwell and Mr. Connery joined the staff when 
the Washington Office moved to its present location. 


Dr. D. Michael Perry is business manager. He also 
shares with Mr. Connery responsibility for contacting 
Government departments and agencies. 


The Washington Office is an operating and not a 
policy-making service. It is expected to carry out 
policies which have been decided upon by the Board 
of Trustees and the House of Delegates. In this it 
has a dual responsibility. On the one hand, Dr. 
Lawrence and his staff maintain contact with House 
and Senate members so these law-makers will know 
at all times how the AMA stands in regard to medical 
legislation. On the other, the staff is expected to know 
what is happening in Congress and Government de- 
partments and to pass on this information to the 
Association membership. 


As part of its work the staff analyzes new bills for 
the consideration of the Legislative Committee of 
the Board of Trustees, and assists in briefing witnesses 
who are to appear before committees of the Senate 
and House as official representatives of AMA. It is 
also an information center on Association activities 
for Government departments and agencies, and keeps 
contact with the many national organizations in 
Washington that are active in the medical service 


fields. 


To avoid all possibility of noncompliance with the 
complicated lobbying law, Drs. Lawrence, Wilson and 
Maxwell are registered as lobbyists. However, it is 
obvious the Washington Office is not a good ex- 
ample of a typical lobbying organization. Dr. Law- 
rence says that in his six years in Washington he has 
never asked a Representative or Senator to vote a 
certain way. Instead, the staff furnishes information 
on request to committecs, occasionally sends an 
analysis or fact sheet on a certain bill to the House 
or Senate, and discusses legislation with Representa- 
tives and Senators when called upon. The information 
sent out in the Office’s publications is factual rather 
than editorial, based on the theory that members of 
the profession can be depended upon to make up 
their own minds the right way once the facts are laid 
before them. The Association’s educational campaigns 
are not handled through the Washington Office, but 
through Chicago headquarters, to which the public 
relations firm of Whitaker and Baxter reports. 


As suggested, a large responsibility is the dis- 
semination of information to the Association. At some 
times, particularly in connection with legislation, in- 
formation is telephoned or telegraphed. Two weekly 
news publications, Capitol Clinic and the Bulletin, 
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circulate news to a mailing list of several thousand. 
Included are state medical society presidents, secre- 
taries and editors, and officers of the AMA. Also on 
the list are a number of Congressmen and Govern- 
ment officials concerned with medical problems. There 
is no charge for these publications, but because print- 
ing and mailing costs are high, an effort is made to 
restrict the list to persons to whom the information is 
particularly valuable. 


In the Bulletin, new bills are analyzed, and the 
progress of legislation is reported. Bills are listed by 
their numbers for filing and easy reference purposes. 
Capitol Clinic is newsier in style and covers activities 
of the Government departments, including the mili- 
tary. 

Mr. Connery, with the assistance of other members 
of the staff, also supplies “Washington News” for the 
Journal of the American Medical Association, thereby 
making developments in the Capital available to the 
full AMA membership. On this news the time lag be- 
tween reporting and publishing has been reduced to 
a minimum. 


While Congress is in session, members of AMA’s 
Washington staff are required to stay close to the 
job to maintain contacts and supply day-to-day in- 
formation. At the end of a session, it has been the 
practice for the last two years for staff members to 
make trips around the country to familiarize state 
medical society leaders with the national legislative 
situation. (Reprinted from Medical Annals of the 
District of Columbia, November 1950. ) 


LABOR LOOKS AT THE PROBLEM OF 
PREPAID MEDICAL CARE 


(Continued from last month) 


Organized labor. in setting up programs under col- 


_ lective bargaining, has found that the Blue Shield 


Plans—like the commercial insurance company plans— 
are far short of meeting requirements for prepaid 
medical care programs when measured by the yard- 
stick used by the American Medical Association in 
evaluating national health insurance proposals. 

We must realize, when we evaluate the Blue Shield 
Plans, that they are relatively new, and have not had 
time to mature. At the same time we must realize 
that if they are to be utilized as a method of prepay- 
ment for medical care under labor-management con- 
tracts they have a job to do that had not been done. 
The present Blue Shield Plans are not satisfactory to 
labor groups which are making health insurance an 
issue in negotiations with employers; nor are they 
satisfactory to many management officials with whom 
labor negotiates for health insurance. 

Specifically, our experience with Blue Shield Plans 
has demonstrated the following inadequacies: 

1. They do not provide real security to the worker 
against the economic consequences of illness. The 











= 


pa rea 
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the likelihood of loss through the gastrointestinal tract by vomiting or diarrhea 


is minimal. Thus interpretation is made simpler and more certain. 


PRIODAX 


(brand of iodoalphionic acid) 
Priopax, Schering’s brand of iodoalphionic acid, is available in tablets of 0.5 Gm. Envelopes 








XVdOLldd 





of six tablets in boxes of 1, 5, 25 and 100 envelopes; and Hospital Dispensing Package 
containing 4 rolls of 250 tablets each. 





CORPORATION »: BLOOMFIELD, NEW JERSEY 








398 


the Blue Shield Plans are 
limited in scope and generally subscribers have only 


reasons are two-fold; first 


protection against the cost of surgery; second, the 
worker has no assurance, when he or members of his 
family are ill, that the Blue Shield allowances will 
meet the full cost of surgical or other types of care; 
and further, the cash indemnity benefits bear little 
relationship to the charges made by physicians or to 
the amount of service rendered. 


Blue Shield cannot be the prepayment plan of 
choice for programs set up under collective bargain- 
ing unless the worker can be assured that when he 
obtains Blue Shield coverage he 1s given adequate 
health insurance protection against the cost of illness 
in the same manner that he wants security against 
the time when he will be too old to work and too 
young to die. 


The Blue Shield Plans can meet the objection that 
benefits provided are not full-payment for physicians’ 
services rendered by removing the income ceilings 
entirely, or at least by raising them to a level which 
will assure workers that when illness strikes the full 
cost of care will be met through the prepayment plan. 
This would require a family income ceiling of at 
least $5,000 rather than the present prevailing ceilings 
of from $2,500 to $3,000. And this income ceiling 
should be raised without increasing fees and rates 
to a level that is prohibitive. In most instances any 
increase in fees should be minor in character to per- 
mit selective adjustment of specific fees, and not 
across the board increase. 


2. In general, Blue Shield plans are too expensive 
for the protection provided, because operating costs 
are still too high. In 1948 the average Blue Shield 
Plans spent somewhat less than 15 percent of total 
income for operating expenses. Some Blue Shield Plans 
have an operating expense more favorable than the 
national average. Others have operating 
records of one-fourth and more of income. This is too 


expense 


high for a successful prepaid medical care plan. 


Also, Blue Shield Plans, to be successful in com- 
peting cost-wise with other types of prepaid medical 
programs, must experiment with methods of paying 
physicians, including methods of paying for group 
medical practice and out-patient clinic services. 


3. We feel that medical insurance plans should 
maintain and promote incentives for improving the 
quality of medical care. One of the major American 
Medical Association criticisms of national health in- 
surance is that it believes the quality of care would 
be lowered. But the voluntary Blue Shield Plans have 
done practically nothing to improve the general level 
of medical care, even though much can be done. In 
fact, some Blue Shield Plans are specifically pro- 
hibited from being concerned with any aspect of 
the quality of care. 


If medical review and study were given to various 
aspects of Blue Shield program, such as studies of 
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doctor’s bills and the procedures performed, a neces- 
sary public service could be rendered. Group medi- 
cal practice can be encouraged by the Blue Shield 
Plans as a measure for improvement of quality of care. 
There are innumerable examples of how an organized 
prepaid medical program sponsored by the medical 
profession could take positive action within the frame- 
work of acceptable niedical ethics to raise the general 
level of medical care. 


4. Organized labor and most, if not all, manage- 
ment groups want a health insurance plan that is con- 
cerned with building a program which removes the 
economic hazard of non-surgical as well as surgical 
illnesses and chronic disease, and which also builds 
toward prepayment for integrated preventive and 
treatment programs. However, with but one or two 
exceptions, the Blue Shield Plans have done nothing 
about such major problems as heart disease, cancer, 
rheumatic fever, diabetes, tuberculosis, burns, osteo- 
myelitis, severe fractures and other types of chronic 
or prolonged illnesses that can be more mostly to the 
worker and his family than a hospital admission for 
a surgical procedure. These types of chronic illnesses 
burdens to the worker 
than the type of medical care now covered by many 
Blue Shield Plans. 


are even greater economic 


The Blue Shield Plans have failed completely to 
build programs of comprehensive medical 
and surgical coverage for the full range of medical 
services, including preventive services, for which pre- 


toward 


paid medical care is needed. Where integrated and 
coordinated community services for adequate care of 
certain types of illness are lacking the Blue Shield 
Plans have not taken initiative in working with the 
medical and hospital groups for the providing of pro- 
grams that the Plan administrators and Boards of 
Trustees know to be desirable. The Blue Shield Plans 
have not accepted their responsibility to join forces 
with others in the medical community in building 
improved city-wide and medical 


state-wide care 


services. 


Success of voluntary prepaid medical care plans 
should not be measured alone by the number of sub- 
scribers. It is impressive to show the growth of these 
plans in terms of the number of subscribers. It is 
significant that 14 million Americans have Blue 
Shield coverage—but the gap between the type of 
program that is provided and what is needed is even 
more significant. We must keep an eye on how 
rapidly and how adequately we are meeting the real 
needs of the people. 


Generally speaking the Blue Shield Plans are not 
giving the public much more than the insurance com- 
panies, in some cases not as much. This is a serious 
charge. 


The medical profession has a great responsibility 
in this matter if the voluntary plans are going to 
meet the objectives of health insurance programs set 
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WHEN OBESITY IS A PROBLEM 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 
patient tries to balance the 
load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
history among clinicians for 
their efficacy in supporting 
the pendulous abdomen. The 
highly specialized designs and 
the unique Camp system of 
controlled adjustment help 
steady the pelvis and hold the 
viscera upward and backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 


structions. 
If you do not have a copy of 


the Camp ‘Reference Book 
for Physicians and Surgeons’’, 
it will be sent on request. 
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a significant advance in the 
treatment of ventricular arrhythmias .... 





Effect of a single oral dose of PRONESTYL 
in ventricular premature contractions 














Lead Il. 

Control tracing: 

norma! sinus rhythm, 
ventricular extrasystole. 























Lead II. 

Tracing 30 minutes after 
1 Gm. Pronestyl orally. 
No ventricular pr 
contractions present. 






































Lead Ii. 

Tracing 7% hours 
later shows 
persistent effect. 


Lead II. 

Tracing 24 hours later 
shows return of 
ventricular premature 
contractions. 
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quently during injection. If marked hypotension occurs, rate of injection 
should be slowed or stopped. 
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up under collective bargaining agreements. The medi- 
cal profession society plan has been given a virtual 
monopoly as the only non-profit prepaid medical care 
plan. The kind of monopoly that Blue Shield enjoys 
requires a high degree of social and community re- 


sponsibility. 
Union and Consumer-sponsored Prepaid Plans: 
UAW.-CIO, for example, feels money obtained 


through collective bargaining for hospital care should 
be utilized to strengthen the hospital facilities and 
services for the entire community. Hospital and medi- 
cal programs made possible under collective bargain- 
ing contracts should be developed in a manner that 
will strengthen the total community prepaid hospital 
and medical care programs as well as facilities for 
care. In those cities where most workers are assured 
prepaid medical protection under collective bargaining 
programs the money available because of these pro- 
grams will result in higher standards of hospital care 
and a greater number of hospital beds. Removal, for 
the patient and the physician, of the economic bar- 
riers to the kind and amount of medical care required 
will mean higher standards of care for the workers 
and for all members of the community. 


To the extent that existing prepaid medical plans 
do not provide the kind of protection and types of 
programs that are necessary for a health insurance 
plan, Unions will have to make agreements directly 
with hospitals and groups of physicians. In large 
cities, if presently available prepaid medical care 
plans are not prepared to move in the broader aspects 
of the voluntary prepaid medical care job in con- 
nection with collective bargaining programs in New 
York Health Plan 


answer. In smaller cities, the group medical practice 


Insurance pattern may be an 
prepayment plans built around one or two local hos- 
pitals may be a solution for the collective bargaining 
programs. In sharing with you our criticism of the 
existing voluntary prepaid medical care plan which 
result from our experience with collective bargaining 
programs, we realize that many representatives of the 
medical profession will not agree with all our ob- 
jections. We believe, however, that our experience is 
a valid test of what is available today in relation to 
the desire of our Union and many other Unions. Even 
though we recognize that prepaid medical care pro- 
grams set up under collective bargaining agreements 
health 
covering the entire population, some of the gaps in 
our collective bargaining programs can be filled by 


cannot substitute for a insurance program 


cooperative planning between the Unions and the 
plan administrators. We should fill some of these 
gaps. 


We cannot talk abont collective bargaining pro- 
grams that require joint planning between ourselves 
and representatives of the medical profession if they 
are to be fully effective in meeting their objectives 
without pointing out that there are serious barriers 
in the way. The practicing physician must wonder 
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why there exists a feeling of mistrust and misunder- 
standing between the physicians and such consumer 
groups as organized labor. It is unfortunate that this 
situation exists because it impedes progress. But it 
does exist and something should be said and done 
about it. 


An example of the medical profession’s lack of real 
support of voluntary prepaid health programs in the 
difficulties Blue 
establishing national standards of hospital protection 


great experienced by Cross in 
to assure fullpayment for hospitalized illness. A few 
medical society adopted a 
Blue efforts to 
establish a standard in that state which would enable 


months ago one state 


resolution in opposition to Cross 


Blue Cross to say to its subscribers that its contract 
would pay the full amount of the hospital bill. Fur- 
ther, when this resolution was passed there was no 
other recommendation as to how this desirable ob- 
jective should be accomplished by Blue Cross. How 
does this medical society expect voluntary plans to 
provide a comprehensive prepaid hospital plan? 
Another example of the medical societies’ unwilling- 
ness to provide effective prepaid medical plans is their 
recent refusal in a number of states to increase the 
income ceilings. 


Another reason for Labor’s mistrust of the motives 
of the American Medical Association is the type of 
publicity it has engaged in. Millions of dollars have 
been spent to advance the reasons why national health 
insurance, in the judgment of the American Medical 
Association, is not a desired method for meeting the 
existing prepaid medical care problem.-The American 
Medical Association in a recent folder entitled. “The 
American Way is the Voluntary Way” states that the 
only question is: How will you have your health in- 
surance: On a voluntary basis—with sound medical 
direction? Or on a compulsory basis—with politicians 
at the 
forth 50 questions and answers. In many cases the 


controls?” Then the folder proceeds to set 
answers are factually incorrect and, for the most part, 
the language which is used is intended not to give 
an understanding of the problem, but to frighten doc- 
tors and others into political action in support of the 
official American Medical Association position. 


For example, the statement is made that Lenin 
said: “Socialized medicine is the keystone to the arch 
of the Socialist State.” The Library of Congress has 
been unable to find any evidence that Lenin ever 
made such a statement. The leaflet follows this un- 
substantiated statement with the accusation that those 
who support national health insurance are supporting 
Lenin’s concept of a Socialist State. This is, of course, 
untrue, as is made obvious by Labor’s fight against 
Communism. 


Labor is aware that hundreds of thousands of such 
folders are being distributed while at the same time 
there is nc evidence that organized medicine is making 
any comparable efforts to meet and solve the problems 
which are forcing the people to reject the voluntary 
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For The Treatment of Alcoholism Exclusively 


The Keeley method of treatment recognizes that acute alcoholism first must be medically 
treated as a disease before other curative forces can be effective. Each patient is given indi- 
vidual medical attention and guidance toward rehabilitation. Psychotic patients are not ac- 
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The Keeley method of treatment combines the latest medically proven and accepted tech- 
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of the medical staff. 

Only consent patients are accepted. The conditioned reflex treatment and the use of un- 
necessary restraint are rejected. Rather, facilities and staff are teamed to create an atmos- 
phere that will enable each patient to understand and accept the responsibility in working 
toward his own rehabilitation. 

Professional inspection is invited. 


Male patients chiefly. New facilities for a limited number of women patients, 
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plans as a substitute for a national health insurance 
program. 


Labor is also concerned because the American 
Medical Association has expended much effort and 
money in the past few months to distribute a book 
of half truths and scare words that is as dangerous 
a threat to our form of society as any piece of litera- 
ture or activity of the Communist Party. This re- 
actionary, undemocratic book, “The Road Ahead” by 
John T. Flynn, was reviewed in the New York Times 
as “The latest manifestation of an endemic hysteria 
presently affecting a considerable segment of our 
society.” 


Even if the doctors of America were unaware of the 
judgment of responsible reviewers of this book they 
should be alarmed at being associated with the kinds 
of groups that are asking the American Medical Asso- 
ciation to finance its distribution. For example, the 
Committee for Constitutional Government, which 
circularized the doctors of America urging them to 
buy it in quantity for their friends and patients, stands 
for much that would make most physicians cringe 
with embarrassment. It was reported in the Wash- 
ington Post a few days ago that a million and a half 
copies of this book have been bought and distributed 
by the medical profession. This statement may or may 
not be precisely correct. The exact number of copies 
distributed is relatively unimportant. What is striking 
is that organized medicine would distribute such a 
book and expect to have our confidence. 


It is fair, certainly, to ask what would have been 
the effect had the energy and money which went 
into distribution of this book gone into constructive 
effort to improve prepaid medical care plans. 


There are other reasons why organized labor ques- 
tions the social responsibility of the American Medical 
Association and why there is misunderstanding be- 
tween these two groups. One is the American Medical 
Association opposition to the inclusion in the Federal 
Social Security program of cash income payments for 
persons who are unable to work because of permanent 
and total disability. Labor is concerned about the 
need for retirement security for disabled persons as 
much at it is for the aged. 


Employers have almost without exception recognized 
the need for incapacity retirement as well as age 
retirement and both types of pensions have been pro- 
vided for in_ collective 
negotiated this past year. 


bargaining agreements 


The House of Representatives recognized this neeu 
when it passed H.R. 6000-the Bill amending the 
Federal Social Security Act.—With a provision for 
retirement benefits for insured workers who are unable 
to work because of permanent and total disability. 
Labor bgan to feel that at last there was general 
acceptance of the obvious need of disabled workers. 
But when hearings were held in the Senate early this 
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year the American Medical Association and the in- 
surance companies led the opposition to disability 
benefits. 


Reasons for the opposition of the insurance com- 
panies were obvious—a public disability insurance pro- 
gram would, they feared, reduce the volume of sales 
for disability insurance. Reasons for the American 
Medical Association opposition to this type of income 
maintenance protection are not so clear. 


We made a direct appeal to the American Medical 
Association to support this provision for the disabled 
or at least to withhold opposition. Labor had reason 
to feel that organized medicine would not fight this 
type of social security because in October 11, 1947 
issue of the Journal of the American Medical Asso- 
ciation it was stated editorially that “Social security 
measures to maintain income such as disability in- 
surance, old age insurance and public assistance are 
likewise of vital importance.” This editorial com- 
ment followed earlier action of the House of Delegates 
of the American Medical Association favoring dis- 
ability insurance. 


But we were disappointed. 


In testimony before the Senate Committee on 
February 28, 1950 the official spokesman for the 
American Medical Association said his organization 
was opposed to the permanent and total disability 
benefit because it might lead to Congressional con- 
sideration at some future time of health insurance or 
some form of government medicine for this category 
of individuals. He suggested that the permanently 
disabled should look to local poor relief authorities 
for any assistance they might need. Local poor relief 
payment per family unit for the month in which 
this statement was made was only $48.71. 


Labor will not soon forget that the entire resources 
of the Medical were thrown 
into the fight to oppose giving the permanently and 


American Association 
totally disabled the same kind of protection that is 
now given the unemployed and the aged. 


It would seem obvious that if the voluntary health 
insurance approach is so vulnerable that an extension 
of cash income benefits to the permanently and totally 
disabled is a serious threat, the voluntary plans must 
not be as valid an alternative to national health in- 
surance as many believe. 


When we look at prepaid medical care there are 
two main problems that come to mind: (1) How can 
we give all people prepaid comprehensive medical 
protection and (2) what can we do to make higher 
Neither of 
these tasks is simple and neither can be accomplished 
quickly. But we are going to have to solve them. 


standards of care generally available? 


Progress toward these objectives will not be made 
on a constructive basis until there is the kind of 
understanding which permits the workers in the shops 
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The Fulton County Medical Society 


announces 


The Atlanta Graduate Medical Assembly 
February 5, 6 and 7, 1951 
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Municipal Auditorium Annex _ Atlanta, Georgia 


DR. SARA M. JORDAN, Lahey Clinic. 

1. Diagnosis of Cancer of the Stomach. 

2. Medical Management of Peptic Ulcer. 
DR. FRED W. RANKIN, Lexington, Ky. 

1. Modern Management of Cancer of the Colon. 

2. Modern Trends in the Management of Rectal Cancer. 
DR. RICHARD B. CAPPS, Northwestern University. 

1. Treatment of Cirrhosis of the Liver. 

2. Diagnosis and Treatment of Amebiasis and Amebic Hepatitis. 
DR. WALTMAN WALTERS, Mayo Clinic. 

1. Cancer of the Stomach. 

2. Surgery of the Biliary Tract. 


DR. WARREN W. QUILLIAN, Coral Gables, Fla. 
1. Infections in the Urinary Tracts of Children. A 
2. Diarrhea. 2 


DR. GEORGE VAN S. SMITH, Harvard. | 
1. Dysfunctional Endometrial Bleeding. q 
~ 
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2. Office Gynecology. 


DR. JOHN PARKS, George Washington University. 
1. Urinary Tract Infections in Pregnancy. 
2. Placental Complications. 


DR. J. S. SPEED, University of Tennessee. 
1. Minor Surgery of the Foot. 
2. Chronic Rheumatic Arthritis. 


DR. IRVINE H. PAGE, Cleveland Clinic. 
1. Diagnosis of Hypertension. 
2. Treatment of Hypertension. 


DR. JOHN R. GODWIN, Ochsner Clinic. 
1. Melanomas. 
2. Iodine - 131. 


DR. GEORGE J. THOMAS, University of Pittsburgh. 
1. Fire and Explosive Hazards in Hospitals. 
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The following speakers have not announced their topics but will talk on the general 
subject given: 

DR. WALTER BAUER, Harvard; Arthritis. 

DR. WINCHELL McK. CRAIG, Mayo Clinic; Neurosurgery. 

DR. CARLETON B. PEIRCE, McGill University; Radiology. 

DR. GRAYSON L. CARROLL, St. Louis; Antibiotics. 

DR. T. LEON HOWARD, Denver; Urology. 

DR. JOHN R. MOTE, Chicago; ACTH. 

DR. SAMUEL PROGER, Tufts Medical School; Cardiology. 

DR. F. WM. SUNDERMAN, Atlanta, Clinical Pathology. 
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Important: Because of other conventions here at the same time, hotel space will be at 
a premium. If you would like us to make your hotel reservation for you, please send 
registration fee of $15.00 and list hotels in the order of your choice. Address Mrs. 
Stewart R. Roberts, Executive Secretary, 768 Juniper St., N. E., Atlanta, Georgia. 
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and on the farms and the physicians of America to 
work together. For the successful planning and ad- 
ministration of prepaid medical care programs requires 
the teamwork of the physicians who provide the care 
and the people who pay the costs. This is a reason 
why voluntary prepaid medical plans should have 
more public representatives selected from among the 
subscribers on the Boards of trustees. 

Sometime and somehow—but soon—we will find a 
way to work together to lift the economic barriers so 
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that the highest quality of medical care will be 
available to all people regardless of their race, where 
they live or their economic status. 

The historian will record how well we meet this 
challenging opportunity for a constructive demonstra- 
tion of democracy at work. We must remember, in 
today’s war of ideas, that our ability to work together 
here in America is vital if we are going to build hope 
and inspiration in the hearts of all people wherever 
they may live. 
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The Selective Management of Megacolon in In- 
fants and Children: Lee, C. M.; Bebb, K. C.; and 
Brown, J. R.: S. G. & O.; Vol. 91, No. 3; 281-295; 
Sept. 1950. 


The authors state 
dition of megacolon 
the more significant contributions since Hirschsprung 
first described two cases. 

They maintain there are in general three types of 
megacolon to be recognized. The first is symptomatic 


that only recently has the con- 
been understood. They review 


or organic megacolon. This term applies to cases, 
occurring at age, in which the obstructing 
mechanism is grossly demonstrable. The bowel may 
be obstructed by stricture (either from disease or 
trauma), by congenital stenosis or by tumor, be- 


any 


nign or malignant and intrinsic or extrinsic. The 
second type is termed aganglionic or achalasic mega- 
colon (true Hirschsprung’s disease). The syndrome is 
one of early onsct of constipation, high morbidity 
and mortality in infancy and childhood, frequent 
episodes of acute intestinal obstruction from volvulus 
or impaction, a characteristically narrowed terminal 
segment and absence of ganglion cells of Anerbach’s 
and Meissner’s plexuses in the narrow segment. Here- 
tofore attention had been directed to the dilated and 
hypertrophied sigmoid and colon, but this now is 
shown to be secondary to an incomplete rectal ob- 
struction, which is due to achalasia, which in turn is 
the result of absence of parasympathetic ganglia in 
the terminal segment. This group of cases will not 
respond favorably to any resection which does not 
include the entire rectum. The third type is termed 
idiopathic megacolon. Here no definite etiological 
basis can be established. It is characterized by later 
onset of symptoms, a much lower morbidity and 
mortality, roentgenographically the dilatation is seen 
to extend all the way down to the anus, and normal 
ganglia are found throughout the bowel including 
the terminal segment. The majority of these cases are 
usually cured by non-operative methods. Dilatation 
of the sphincter and the regular use of enemas, con- 
scientious bowel training, mild laxatives, and such 
drugs as mecholyl or mecholyl bromide may effect a 
lasting cure. 


The authors conclude that the management of the 
individual case must be individually determined. 


Hunt, J. H.: Clinical and Roentgenologic Mani- 
festations of Obstruction of the small Bowel: 
Jour. Internat. Col. of Surg.; Vol XIV, #2; 159- 
165; August 1950. 


The author emphasizes the early clinical manifesta- 
tions of small bowel obstruction and particularly calls 
attention to the value of a scout film of the abdomen 
in the diagnosis, differentiation, and localization of 
the obstruction. 

The three following clinical entities are described 
as constituting the triad of obstruction of the small 
bowel. The first is abdominal colic which is in no 
way related to any other type of abdominal pain. It 
is generalized, diffuse, spasmodic and not associated 
with tenderness or muscle spasm, except in cases of 
strangulated obstruction. The second entity is visible 
peristalsis which may be present in the early stages 
of obstruction particularly when the abdominal wall 
is not too thick or obese. Coincidental with the pain 
and visible peristalsis is audible borborygmus, the 
third entity. Also listed as significant is vomiting 
especially when associated with abdominal colic. The 
passage of gas or the evacuation of the bowels may 
occur and should not lead one to a false sense of 
security of bowel patency. 

The author presents 54 patients who were operated 
upon for obstruction of the small bowel and who pre- 
operatively had careful correlation of the clinical and 
roentgen observations. At operation these observations 
were carefully checked, and in no case was there a 
serious error in the preoperative differentiation of 
simple and strangulated obstruction. In general, 
simple obstruction is revealed usually by an orderly 
arrangement of the distended bowel with the val- 
vulae conniventes apparent, while a strangulated ob- 
struction distends without any gaseous pattern, and, 
because of extravasated blood in the strangulated loop, 
no valvulae conniventes are seen. 

The author uses freely the Miller-Abbott tube ex- 
cept in cases of strangulated obstruction. 
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DEATHS 








LAWSON PAUL BARNES 


Dr. Paul Barnes, 48, ophthalmologist of Bennetts- 
ville, died suddenly of a heart attack at a football 
game in Columbia on November 18. 

A native of Florence, Dr. Barnes received his ed- 
ucation at the University of North Carolina and the 
University of Pennsylvania Medical School (Class 
of 1927). Following interneship in Philadelphia, he 
returned to his native state and started in general 
practice in Clio. Two years later he moved to Ben- 
nettsville where he lived until his death. As he 
built up his practice he became interested in dis- 
eases of the eye and began to take special courses in 
this phase of medicine. A few years before his pass- 
ing he had confined his work to ophthalmology. 

He served in the medical corps of the Army for 
three years during World War II, being retired 
with the rank of Major. While in the service his work 
was largely devoted to ophthalmology. 

Quiet, unassuming, gentle in his handling of pa- 
tients, Dr. Barnes was loved by his patients and 
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friends—as testified by the large crowd at his funeral— 
and in his passing Bennettsville has lost one. of its 
most valuable citizens. 

Dr. Barnes is survived bv his widow, the former 
Miss Mary Miller, a son and a daughter. 


WILLIAM HENRY POSTON 


Dr. W. H. Poston, 69, died suddenly at his office 
in Pamplico on Monday afternoon, November 6, fol- 
lowing a heart attack. 

Dr. Poston received his medical education at the 
Medical College of the State of South Carolina and 
was graduated in the ciass of 1909. He had practiced 
in Pamplico for the past forty-one years and had 
made proctology his specialty. 

He is survived by his widow and one son. 


JOHN PERRY YOUNG 

Dr. John P. Young, Jr., 45, died unexpectedly at his 
office in North Charleston on November 3. 

A native of Richburg, Dr. Young was graduated 
from the Medical College of South Carolina in 1933. 
He had practiced in North Charleston for a number 
of years. 

Dr. Young is survived by his widow, the former 
Miss Evelyn Hedgepath, a son and three daughters. 
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BOOK REVIEWS 











THE LIFE OF DR. PETER FAYSSOUX* 
BY CHALMERS G. DAVIDSON 
A REVIEW 


This is a charming, simply written biography -of a 
South Carolina doctor. It is the story of the life and 
work of the first president of the South Carolina 
Medical Society, now Charleston County’s medical 
society. Since the South Carolina Medical Associa- 
tion is in direct continuity with that earlier organiza- 
tion, Dr. Fayssoux may be considered the first presi- 
dent of the State Association. The book is a story of 
the low country, with Charleston as its center, from 
1745, when the spirit of rebellion against England 
was beginning to stir, until 1795, when the United 
States was firmly established as a nation. It gives 
an intimate glimpse of the reactions of the aristocrats 
of the crown po one of Charleston toward the tyran- 
nous and selfish acts of England; the part played by 
South Carolina in the Revolution; the economic and 
other ills of the years of readjustment; and the actions 
and reactions of the political conflicts between the 
low country of great planters of wealth and educa- 
tion, who enjoyed many of the luxuries and the 
leisure of pleasant living, and the more uncouth, 
rugged, individual freeholders of the up country. It 
describes the beginnings of the political ideal of 
states rights as opposed to strong federal government, 
and it delineates ideas and attitudes which later were 
to culminate in secession, because of the problems 
engendered by African slavery. Hence, although it 
is the story of an early doctor of medicine, it is also 
a political and social history of Charleston, and to 
some extent of South Carolina during an intensely 
interesting early period. 

The author, Dr. Chalmers Gaston Davidson, is a 
South Carolinian. He was educated at Davidson Col- 
lege, the University of Chicago and Harvard. He 
taught for one year at The Citadel and is presently 
on the faculty of Davidson College. He had written 
much on historical subjects before undertaking the 
present work. The book was made possible by grants 
from the Carnegie Foundation and by Davidson Col- 
lege, and it was published by the Medical Associa- 
tion of South Carolina. 

Dr. Fayssoux was a son of a French Huguenot 
immigrant. These French Calvinists were in no sense 
of the word aristocrats. Neither, for that matter, were 
the English settlers of Charleston. However, the 
Huguenots possessed traits of character and ambitions 
which rapidly converted them into colonial aristocrats 
and leaders in the civic, political and commercial life 
of the colony, which so soon after Dr. Fayssoux’ birth, 
was to become one of the original thirteen states of 
the Federal Unicon of States. “As rich as a Huguenot” 
was then and is still used as a figure of speech. 

Dr. Fayssoux was the son of a baker—but one who 
could read and write. His father died early, but 
left a considerable estate to his widow and their two 
children. The widow soon bettered her economic 
situation by marriage to a gentleman of means. The 
support and the education of Peter became assured. 

At this time, Charleston was no pioneer outpost. 
“The city was already acquiring that European 
sophistication which so surprised and delighted those 
who traveled thence to see the colonials. In public 
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buildings and dwelling houses, Charleston was second 
to none in America. . . The province had no college, 
as young men of means would not be content with 
a provincial education.” 

Although cultured and cosmopolitan and wealthy, 
Charleston was not healthy. Dr. David Ramsay, a 
medical contemporary of Dr. Fayssoux but who be- 
came more renowned as a historian and a politician 
than as a physician, wrote that “fevers” were the 
“proper endemics of Carolina.” Yellow fever, epi- 
demics of smallpox, malaria, and diarrhea of infants 
and young children were scourages. Treatment by 
modern standards was not only crude but was often 
deadly. Bleedings and purging were still actively 
used along with other more rational therapy. The 
medical doctor had plenty of practice, he enjoyed 
high social prestige, he was a factor in politics, and 
he usually amassed wealth—but not from practice be- 
cause fees were low. The idea of soak the. rich to 
equalize for medical care of the poor had not ap- 
peared, and collections were bad. 

After the custom of the times, Peter Fayssoux be- 
came an apprentice to a prominent physician. This 
was the beginning of his medical education. David 
Ramsay wrote of Charleston at this time: “There were 
more experiments made, more observations recorded, 
and more medical writings ushered into public view 
by physicians of Charleston, than any other part of 
the American Continent.” 

In 1766, Fayssoux matriculated in the medical 
school of the University of Edinburgh. Fellow stu- 
dents from Pennsylvania and Virginia included 
Benjamin Rush of Philadelphia, who later became 
America’s foremost physician and medical educator. 
Peter's graduating thesis was on De. Tetano (lockjaw), 
and it was written “in graceful Latin as was the 
requirement of the time.” That fact speaks well of 
the primary schools of Charleston, for Peter was in 
Edinburgh only three years, and he could not have 
learned to write “graceful Latin” in that length of 
time. 

Dr. Fayssoux returned to Charleston in 1769. He 
was now twenty-five years of age. He discovered that 
the city was full of quacks. He wrote: “It is sufficient 
for a man to call himself Doctor, & he immediately 
becomes one, & finds fools to employ him. . . Yet 
we have some respectable names among us. Men of 
Letters, & Candour, (and) with these only I gen- 
erally associate.” He had the true scientific spirit as 
is shown by the following: “The Method I pursue 
in every Case that is Curious is to state the Case as 
exactly as Possible first establish the Species by 
Sauvage & then by Cullen as near as Possible & to 
proceed through the Causes to the indications of Cure 
&c. This is both instructive & amusing to me, & if 
the case is fatal & will admit of any light from Dis- 
section I perform that also.” His skill in “marshalling 
circumstances and symptoms” is well illustrated by 
a letter to Dr. Rush concerning a curious leprous-like 
malady which affected two daughters some years 
later and which is quoted in full by the author. — 

Medicine then, perhaps, less than now, was not 
an all time consuming occupation or interest. Peter 
found time for considerable social life and for cul- 
tural and intellectual diversions. He was early elected 
to membership in The Charleston Library Society. 
Three years later he was one of a committee selected 
to collect materials for a “natural history” of Caro- 
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lina. The original collection and all of the library 
were destroyed in the great fire of 1778. A second 
collection was begun. This later was given to the 
South Carolina Medical College, which in turn gave 
it to the College of Charleston where it was stored 
and rarely visited in 1911, when I graduated from 
that institution. The collection was later given to the 
Charleston Museum. 

Dr. Fayssoux and his wife were members of the 
St. Cecilia Society and the former was on the Board 
of Managers in 1773. Queens Street Theater offered 
“the most brilliant dramatic season of colonial Amer- 
ica,” and The Jockey Club held races each year. 

By 1776, South Carolina had organized the Pro- 
vincial Congress, which in turn had begun to raise 
1500 state troops. It had pledged itself to an “asso- 
ciation” for the support of colonial rights and had 
pledged the lives and fortune of the colony to un- 
qualified resistance to Britain if necessary, and had 
authorized the issue of 1,000,000 pounds of paper 
currency. These actions were not too heartily sup- 
ported by well-to-do Charlestonians nor by Peter 
Fayssoux. Their lives and living had not been 
jeopardized by the oppressions of the English Parlia- 
ment. However, Peter was one of those selected to 
sign the monetary notes authorized by the Congress. 
He later offered his professional services to the new 
army. 

On June 28, 1776, the British fleet opened fire on 
Fort Moultrie. Dr. Fayssoux, as senior physician 
under Dr. David Aliphant, director of the General 
Hospital, tended the wounded. South Carolina had 
“established the first independent government” and 
had “alone repulsed a British fleet.” 

On February 14, 1780, after four years of rela- 
tive quiet in Charleston, during which living went 
on more or less as before the battle of Fort Moultrie, 
Fayssoux was appointed Physician and Surgeon-Gen- 
eral to the army by the Continental Congress. Three 
months later Charleston fell to the British and Peter 
Fayssoux became a prisioner of war. He continued 
in charge of the hospital for military prisoners in 
Charleston. Here he remained for about one year, 
serving courageously and _ skillfully, until he was 
exchanged, and joined General Nathaniel Greene, 
with whom he served until the end of the war. 
Early in 1782, he returned to Charleston. 

Dr. Davidson states that during the latter half of 
the Revolution, South Carolina paid in men and re- 
sources incomparably more than any other state. 
Hence, representatives of the patriots were in no 
charitable mood toward the Tories. The state had 
reached the limits of its financial resources. Other 
states had already confiscated to some extent the 
properties of the Loyalists. That this had not been 
done in South Carolina was due to the divided loyal- 
ties of so many of the ruling class. In 1782, a con- 
fiscation act was passed. Peter Fayssoux bought at 
auction over 2,000 acres of confiscated land on 
Cooper River, for which he paid over $28,000. He 
obtained much of the necessary money by mortgage. 

In 1783, the Society of the Cincinnati was or- 
ganized by the Continental line, and Dr. Fayssoux 
was one of the charter members of the Charleston 
chapter. 

In 1785, Dr. Fayssoux supported the organization 
of the Santee Canal Company. “The project has been 
termed the “grandest work of internal improvement 
that had been attempted in America.” It, unlike 
the present Santee-Cooper development, was purely 
a transportation project. Had it succeeded, it would 
have tapped a far-reaching part of the interior. How- 
ever, the project was doomed to failure—because of 
engineering problems not successfully solved. How- 
ever, it was used for 30 years, until 1830, and served 
to keep down rates for land transportation. 
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After the Revolution, Fayssoux served on the 
Privy Council for two years. This was an advisory 
body to the governor. In 1786, he became warden 
for the now named city of Charleston, it having been 
so incorporated in 1783. In 1785, he was elected to 
the State Legislature, where he was very influential 
and served on numerous important committees. “It 
is evident from ballots and observations made in 
these sessions that Fayssoux was aligning himself 
politically with such leaders as Rawlings Lowndes, 
Judge A. Edamus Burke and General Thomas Sum- 
ter. These looked upon themselves as the ‘true 
republicans’ opposed to the “‘monarchical tendencies’ 
of the Pinckneys and the Rutledges. The line in the 
low country was by no means social and only 
tenuously economic. There were large planters and 
professional men in beth camps.” 

When by a coup d'etat, delegates in Philadelphia 
called to revise the Articles of Confederation, over- 
threw the Confederation and drew up a Constitution 
of the United States, the South Carolina delegation, 
all men of ability and wealth, advocated the aan 
However, ratification of the new constitution was 
fought in South Carolina by up-country people gen- 
erally and by the less prosperous and influential in 
the low-country. Dr. Fayssoux became a states rights 
man and fought ratification tenaciously. Similarly, 
when a demand was made to move the capital to 
Columbia, he supported it. However, he favored 
limited franchise and took part in the successful 
fight against broadening it. Dr. Davidson states, “As 
an advocate of a lost cause, Peter Fayssoux the states- 
man received scant attention from the historians. 
His doctrine of state sovereignty had been rejected 
by both South Carolina and the United States. An 
Anti-Federalist victory in 1788 could have been fatal 
to the union. On the other hand, there is reason to 
believe that under the Articles of Confederation the 
nation might well have evolved a system of cabinet 
rule similar to that of Great Britain, a system in 
many respects more responsive to the public will 
than the balance of power of President, Court and 
Congress. More democratic than most low-country 
leaders, Peter Fayssoux was beloved by the people 
he strove to serve. He was not always right, but he 
was forgiven his errors for the intentions which 
prompted them. As a political personality, he is a 
figure of singular appeal.” He served four years in 
the General Assembly and declined to accept re- 
election in 1790. 

The author states that Peter Fayssoux might be 
called the “Father of Medicine in the State of South 
Carolina.” He bases the claim upon the fact that 
Fayssoux built securely on a colonial foundation laid 
by eminent scientists. 

There had been a medical society in Charleston 
before Fayssoux’ day. It was called the Faculty of 
Physic in Charleston and was the third oldest society 
in the country. Dr. John Moultrie was its president in 
1755. However, it lasted only about a decade. It was 
not until the latter part of 1789, that a movement to 
organize the Medical Society of South Carolina was 
begun. Along with the plan to organize the society 
was one to found a free dispensary. The purpose of 
the society was to improve the “Science of Medicine, 
promoting liberality in the Profession amongst 
Practitioners” in the me Fourteen physicians who 
had practiced in Charleston prior to 1783 were 
charter members. Quoting from the minutes of the 
society: “For the edification of the doctors, each in 
turn was to furnish a ‘Dissertation on some Medical 
or Physiological subject or propose some medical 
case or question for discussion.””» Membership was 
open “to every Gentleman of Merit in the medical 
line.” The society organized on January 2, 1790. 
Dr. Peter Fayssoux was elected the first president. He 
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served three successive terms. The dispensary or- 
ganized at the same time was financed by stock sub- 
scriptions and for each share an investor might recom- 
mend one patient per year for treatment. The physi- 
cians donated their services and the dispensary gave 
the medicines. Members of the society “pledge(d) 
themselves that their personal services shall be 
zealously exerted to render the institution worthy of 
the patronage of every friend to humanity.” The re- 
sponse to the appeal for funds was so great that there 
was established also “A humane society for the re- 
covery of drowned or suffocated persons” and also 
a Botanic garden, the latter to furnish the galenicals, 
or vegetable drugs, so widely used in that day. In 
1792, the society adopted and published a fee 
schedule. The rates “rather retrenched from than 
added to the usual prices.” The fees were the same 
for rich and for poor. 

Overwork during a season of epidemic fever in 
Charleston in the fall of 1794 hastened Dr. Fayssoux’ 
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approaching apoplexy. He died on February 1, 1795, 
A page in the minutes of the medical society which 
he had helped to found said of him, “As a Physician 
he was possessed of a clear discriminating judgment, 
which enabled him to discern readily the approach 
of danger, and to ward it off by the most skillful 
application of the remedies known to the Healing 
Art. The warmth and tenderness with which his 
benevolence led him to enter into the feelings of 
his Patients, endeared him to them beyond the usual 
bounds.” Dr. Davidson cleses his book with the 
following tribute: “The most assiduous search has 
failed to uncover personal shortcomings worthy of 
the name. He took care of his family, preserved his 
integrity, and performed honestly his part in service 
to his city and state. From obscurity he had risen to 
eminence, without loss of the common sympathy 
which singled him out as Charleston’s exemplary 
‘Friend of the People.’ ” ; 
J. Decherd Guess 











WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. A. F. Burnside, Columbia, S. C. 


Publicity Secretary: Mrs. Weston Cook, Columbia, S. C. 





OUTLINE OF OBJECTIVES, 1950-1951 


1. BULLETIN: The publication of the Woman's 
Auxiliary to the American Medical Association 
of which we are a part. It is the official text- 
book of the Auxiliary and we should promote its 
distribution. ALL officers and ALL committee 
chairmen of State and County Auxiliaries must 
receive the Bulletin in order to assume their 
duties and_ responsibilities satisfactorily. Sub- 
scribe to the Bulletin now; you are missing some- 
thing! 


. CONVENTION: Born of necessity to make 
plans for our State Convention each year and 
to assist the State Medical Association in the 
entertainment of its Convention. Be ready to 
help if and when your chairman calls on you! 


3. DOCTOR’S DAY: Circle March 31, as a red- 
letter day on your calendar as it is the time for 
our annual “Thank-You” notes to our husbands 
and to the members of their profession for un- 
selfish services rendered to humanity. 


4. FINANCE: To set up a working budget for the 
year to be presented to the Executive Board for 
approval; then, published in detail in our State 
publications in order that all members may 
familiarize themselves with the expenditures of 
the State Auxiliary. 


5. HISTORY AND ARCHIVES: To collect and 
file all material of importance to the Auxiliary. 


6. INSTRUCTION: This committee functions for 
the purpose of giving information and _ instruc- 
tions to all members who wish to become informed 
as to the objects, duties and responsibilities of 
the officers and committee chairmen of State 
and County Auxiliaries. We invite you to use 
this brand new Auxiliary service. 


7. JANE TODD CRAWFORD MEMORIAL 
FUND: Inform the public of our Loan Fund for 
Student Nurses in order to continue to recruit 
and assist nurses. 


to 


8. LEGISLATION: Study all material on medical 
legislation and be prepared to answer every call 
of our doctors in their fight for freedom of their 
profession. Attention, October 8-13, 1950! 

9. MEMBERSHIP: Increase your membership! The 
Auxiliary needs every doctor’s wife in the state, 
and I believe they need the Auxiliary. 

10. ORGANIZATION: My goal is the organization 
of at least two new Auxiliaries this year. Ask the 
officers of Medical Societies to request Auxiliaries 
in unorganized counties. There is room for ex- 
pansion! 

11. PROGRAM: Each county will choose and carry 
out the Health Project most suited to the needs 
of its community. 

12. PUBLICITY AND PRESS: We urge you to take 
advantage of the privilege of writing articles for 
our two publications: the Bulletin of the Wo- 
man’s Auxiliary to the South Carolina Medical 
Association and the Journal of the South Carolina 
Medical Association. It is the duty of each County 
Auxiliary to share its accomplishments with 
other Auxiliaries through publication. All of us 
can not be Queens for a Day but we can be Re- 
porters for a Day! 

13. PUBLIC RELATIONS: We are a versatile or- 
ganization and contribute toward shaping the 
community trends with respect to health and the 
advancement of medical science. 

14. STUDENT LOAN FUND: Our Student Loan 
Fund Committee is ready to assist financially 
physician’s sons and daughters who wish to re- 
ceive their medical education in South Carolina. 

15. TODAY’S HEALTH: An authentic source of in- 
formation on medical and health matters. We 
hope to place copies of this magazine in every 
doctor’s and dentist’s office in the State. It makes 
a grand Christmas present, too. Try it! 





PUBLIC RELATIONS 
To be able to interpret the aims of the Medical 
Profession to any other organization we must first 
be informed ourselves. Members of physicians’ 
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families must be able to present the medical point 
of view, recent decisions, and plans for voluntary 
medical care. Your role can best be studied in the 
Auxiliary to the Medical Society. 

When we learn these essentials let us go out under 
the direction of Medical Society and help to bring 
about a good understanding between the Medical 
Profession and the public regarding health. 

The main objectives of the Womans Auxiliary to 
the American Medical Association have always been 
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(1) to extend the aims of the Medical Profession to 
all organizations which look to the advancement of 
health and health education and (2) to promote 
acquaintanceship among physicians families that 
fellowship may increase. 

The coming months are giving us added re- 
sponsibilities in public relations with defense plans 
in the offing; so, we must be prepared to meet these 
changes in cooperation with the Medical Association. 

Mrs. P. M. Temples 








NEWS ITEMS 








Dr. William A. Strickland, beloved physician of 
Westminster for the past 43 years, has been elected 
chairman of the Oconee County Boy Scout organiza- 
tion. This is a well deserved tribute for twenty 
years of active work with the Boy Scouts of the 
county. 

Dr. C. Conrad Smith of Chester, is doing post- 
graduate work in dermatology and syphilology at 
New York University Medical School. 

Dr. Robert W. Patton, who has been practicing 
medicine in Fort Mill for the past two years, has 
reported to Keesler Air Force Base at Biloxi, 
Mississipi. He is attached to the 338th Medical 
Group, Air Training Command. 

Dr. Gertrude Holmes of Greenville, has been 
named Outstanding Professional Woman of the year 
of that city. 

Dr. Frederick E. Kredel of Charleston has been 
elected to the Board of Governors of the American 
College of Surgeons. 


The following South Carolina Physicians have re- 
cently been made Fellows of the American College 
of Surgeons: William C. Bolt, Anderson; William H. 
Bridgers, Columbia; William L. Byerly, Jr., Harts- 
ville; William C. Cantey, Columbia; Charles E. 
Carpenter, Greenville; Richard B. Ferguson, Colum- 
bia; Charles J. Lemmon, Jr., Columbia; Henry W. 
Mayo, Jr., Charleston and Asa M. Scarborough, Green- 
ville. 

Dr. O. L. Thomas, formerly of Greenwood, has 
moved to Ninety-Six and opened offices for the 
practice of medicine. 

Dr. Randolph C. Charles and Dr. Jennings K. 
Owens of Bennettsville have announced their asso- 
ciation for the practice of surgery; gynecology and 
obstetrics. 


The following officers have been elected to serve 
the Ridge Medical Society during 1951: President, 
Dr. J. S. Garrison, Johnston; Vice President, Dr. 
M. H. McLin, Batesburg; Sec.-Treas., Dr. Z. W. 
Gramling, Johnston. 
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